, U-Lf-Zb 


THE 

HEALTH 

of 


DEVON 

in 

1963 


The  Annual  Report  of  the 

County  Medical  Officer  and 
Principal  School  Medical  Officer 


Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 
Wellcome  Library 


https  ://archive.org/details/b291 601 1 x 


ANNUAL 

REPORT 

of  the 

COUNTY  MEDICAL  OFFICER 

and  the 

PRINCIPAL  SCHOOL  MEDICAL  OFFICER 


FOR  THE  YEAR  1963 


PgVQN  HEALTH  COMMITTEE 


^ 31st  DECEMBER,  1963 


Health 


J.  M.  Phillips 


Vice-Chairman:  fRev.  J.  W.  Timms 
Chairman  of  the  Council  {ex-officio) 


Vice-Chairman  of  the  Council  {ex-officio) 


Mrs.  Adams 


Mr.  Humphries 
Major  Jackson 
Mr.  Lavers 


Mrs.  M.  Owen 
*Mrs.  Perkin 


Mr.  Attenborough 
Mr.  Daymond 


Mrs.  Ratcliflfe 
JRev.  H.  S.  H.  Read 


Mr.  Franks 
Mr.  Graves 
Mr.  Hillard 


Mr.  F.  P.  Lee 
Mr.  Marshall 
Mr.  Moore 


Capt.  Roberts 
Col.  Ward 


Nominated  by  the  following  bodies: 

Devon  Branch,  British  Red  Cross  Society — Lt.-Gen.  Sir  Trelfry  Thompson. 
Devon  Branch,  St.  John  Ambulance  Association — §Major  T.  W.  Gracey. 
Devon  and  Exeter  Local  Dental  Association — Mr.  G.  Pendlebury. 

Devon  and  Exeter  Local  Medical  Committee — Dr.  R.  M.  S.  McConaghey, 
Dr.  G.  C.  C.  MacVicker. 

Devon  and  Exeter  Pharmaceutical  Committee — Mr.  T.  C.  Neville  Booth. 
Executive  Council  for  Devon  and  Exeter — Mr.  A.  D.  J.  Harvey. 

Women’s  Voluntary  Service  for  Civil  Defence — Mrs.  A.  Makeig-Jones. 
§Chairman  of  Ambulance,  fAppointments  and  General  Purposes, 

J Adult  Health,  II  Child  Health,  *Nursing  Sub-Committees. 

Water  and  Sanitation  Committee: 


Chairman:  Major  Allhusen 

Vice-Chairman:  Mr.  Voysey 
Chairman  of  the  Council  {ex-officio) 
Vice-Chairman  of  the  Council  {ex-officio) 


Mr.  Alford 
Mr.  Andrew 
Mr.  Ansell 
Mr.  Burner 


Brig.  Cameron-Webb 
Mr.  Carter 


Mr.  F.  U.  Crook 
Mr.  Currey 
Mr.  Hicks 

Lt.-Col.  C.  G.  Journeaux 
Mr.  Makeig-Jones 


Mr.  Philip 
Mr.  Pickard 
Mr.  Prowse 


Mr.  F.  J.  Richards 
Flt.-Lt.  F.  S.  Symondson 
Mr.  R.  R.  Willing 


2 


School  Health  Service  Sub-Committee  of  the  Education  Committee: 

Chairman:  Col.  Ward 

Vice-Chairman:  Mrs.  Hiley 

Chairman  and  Vice-Chairman  of  the  Council  {ex-officio) 

Chairman  and  Vice-Chairman  of  the  Education  Committee  {ex-officio 


Mr.  F.  U.  Crook 
Mr.  F.  P.  Lee 
Mrs.  M.  Owen 
Mrs.  Perkin 


Mr.  Pridham 
Mrs.  Ratclifife 
Mr.  Shapland 


Mr.  Short 
Dr.  Vanstone 
Mr.  Vinnicombe 
Prof.  S.  H.  Watkins 


3 


STANDING  SUB-COMMITTEES  OF  THE  DEVON 
HEALTH  COMMITTEE 


Adult  Health  Sub-Committee:  To  exercise  and  carry  out  the  powers  and  duties 
conferred  or  imposed  on  the  County  Council  in  respect  of  the  following  services 

Mental  health  (other  than  for  children)  and  the  care  and  after-care  of 
mentally  disordered  adults,  including  provision  of  adult  training  centres. 

Registration  of  mental  nursing  homes. 

Care  and  after-care  of  persons  suffering  from  physical  illness  (including 
provision  for  tuberculosis,  occupational  therapy  and  home  teaching  services 
and  the  chiropody  service). 


Ambulance  Sub-Committee:  To  exercise  and  carry  out  the  powers  and  duties 
conferred  or  imposed  on  the  County  Council  in  relation  to  the  ambulance 
service. 


Child  Health  Sub-Committee:  To  exercise  and  carry  out  the  powers  and  duties 
conferred  or  imposed  on  the  County  Council  in  relation  to  the  following  services  :- 

Care  of  young  children. 

Vaccination  and  immunisation. 

Registration  of  day  nurseries  and  child  minders. 

Care  and  training  of  mentally  subnormal  children  of  school  age. 

Registration  of  homes  for  mentally  disordered  in  relation  to  homes  for 
subnormal  children. 

To  visit,  inspect  and  manage  junior  training  centres,  including  any  hostel 
provided  for  such  centres. 


Nursing  Sub-Committee:  To  exercise  and  carry  out  the  powers  and  duties 
conferred  or  imposed  on  the  County  Council  in  relation  to  the  following 
services : — 
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Care  of  mothers  and  infants. 

Midwifery. 

Health  visiting. 

Home  nursing. 

Domestic  help. 

Registration  of  nursing  homes,  except  mental  nursing  homes. 


Appointments  and  General  Purposes  Sub-Committee:  To  exercise  and  carry  out 
the  powers  and  duties  conferred  or  imposed  on  the  County  Council  in  relation 
to  staffing  matters,  including  the  appointment  of  staff  not  delegated  to  the 
county  medical  officer;  health  education  and  any  other  functions  of  the  Health 
Committee  not  specifically  referred  to  any  other  sub-committee. 


Basildon  Sub-Committee;  To  visit,  inspect  and  manage  the  County  Council’s 
home  for  delicate  children.  To  present  annual  reports  of  their  stewardship  and 
to  report  special  items  to  the  Health  Committee. 
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INTRODUCTION 


HEALTH  DEPARTMENT, 
COUNTY  HALL, 

EXETER. 
16th  July,  1964. 


To:  The  Chairman,  Aldermen  and 

Members  of  the  Devon  County  Council. 

Mr.  Chairman,  My  Lord, 

Ladies  and  Gentlemen, 

I have  the  unusual  privilege  of  introducing  an  annual  report  which  covers 
the  year  preceding  my  appointment  as  your  county  medical  officer.  This 
arises  from  the  untimely  and  tragic  death  in  August,  1963,  of  my  predecessor. 
Dr.  W.  J.  Doyle. 

Dr.  Doyle  had  held  public  health  appointments  in  Devon  for  nearly  thirty 
years  and  had  been  county  medical  officer  since  1955.  I did  not  have  the 
pleasure  of  knowing  Dr.  Doyle  personally,  but  it  is  clear  to  me  that  Dr.  Doyle 
was  greatly  loved  by  his  staff.  An  obituarv  notice  in  ‘The  Medical  Officer’ 
included  the  following  comments: 

“ Dr.  Doyle  had  a warm  personality  and  a deep  sense  of  humour  which 
endeared  him  to  all  his  staff  and  ensured  excellent  relationships  with 
general  practitioners  and  all  other  colleagues.  He  believed  in  personal 
contact  rather  than  correspondence,  and  was  more  at  home  out  of 
the  office  than  at  his  desk.  He  preferred  the  indirect  approach  and 
liked  to  plav  a situation  by  ear.” 

The  work  of  Dr.  Dovle  for  the  department,  and  indeed  for  the  countv'  of 
Devon,  will  always  be  remembered. 

Shortly  before  Dr.  Doyle’s  death  the  deputy  county  medical  officer.  Dr. 
D.  E.  Cullington,  secured  the  appointment  of  county  medical  officer  for  Berk- 
shire. Dr.  Cullington  had  held  the  post  of  deputv  county  medical  officer  for 
eight  years  and  was  held  in  very  high  esteem  by  all  those  with  whom  he 
worked.  We  are  confident  that  his  success  will  be  continued  in  Berkshire. 

Dr.  Cullington’s  new  appointment  meant  that  for  a period  of  a few  months 
the  department  had  neither  a chief  nor  a deputv,  and  it  is  a tribute  to  the 
team  spirit  of  the  staff  and  the  effective  leadership  of  tlie  senior  medical 
officers  that  there  was  no  serious  di.slocation  of  the  department’s  activities. 
One  of  the  senior  medical  officers.  Dr.  D.  S.  Barken,  was  appointed  deputv 
county  medical  officer  early  in  November  and  held  the  reins  verv  effectivelv 
during  this  difficult  period. 

Another  significant  occurrence  in  1963  was  the  long-awaited  transfer  of  the 
department  from  Twbank  to  the  much  more  satisfactory  accommodation  in 
the  new  County  Hall.  The  stre.ss  and  strain  of  this  further  upheaval  did  not  in 
anv  way  indent  the  morale  of  the  staff,  who  have  welcomed  the  improved 
amenities  and  working  conditions. 
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One  of  Dr.  Doyle’s  basic  aims  was  to  foster  a closer  relationship  with  general 
practitioners.  This  is  a natural  corollary  to  the  rapid  growth  and  development 
of  the  Health  Department’s  domiciliary  services.  The  many  nursing,  social 
and  supporting  services  which  we  now  provide  for  patients  in  their  own  homes 
should  not  be  divorced  from  the  work  done  by  general  practitioners  for  the 
same  patients,  and  it  is  in  the  interests  of  the  patients  and  of  the  efficiency  and 
economv  of  the  health  service  as  a whole  that  there  should  be  the  fullest 
co-ordination  of  our  activities. 

There  are  many  ways  of  strengthening  the  link  between  public  health  and 
general  practice,  and  in  a county  so  large  and  varied  as  Devon  it  would  be 
unwise  to  attempt  to  impose  a uniform  pattern,  but  informal  discussions  arc 
already  in  swing  with  a view  to  the  possible  introduction  of  health  visitor 
attachment,  rural  health  centres,  use  of  local  authority  premises  by  general 
practitioners,  better  communication  between  staff  and  general  practitioners, 
etc.  I am  confident  that  within  the  next  few  years  I shall  be  able  to  report 
very  considerable  progress  along  some  or  all  of  these  avenues. 

The  local  authority’s  ten-year  health  and  welfare  plan  of  development 
envisaged  the  erection  of  a large  number  of  clinics,  nurses’  houses,  ambulance 
stations  and  workshops  and  hostels  for  the  handicapped.  Progress  has  been 
hindered  mainly  by  the  difficulty  of  acquiring  suitable  sites,  but  it  is  anticipated 
that  several  of  these  projects  will  be  in  operation  within  the  next  year.  The 
demand  for  our  services,  especially  from  the  elderly  and  mentally  handi- 
capped, continues  to  increase,  and  the  need  for  new  buildings  is  becoming 
correspondingly  more  urgent. 

I wish  to  record  our  appreciation  of  the  co-operation  of  other  departments 
of  the  county  council  and  of  the  many  voluntary  organisations  who  assist  the 
work  of  the  department. 

It  will  be  appreciated  that  an  annual  report  of  this  nature  is  essentially  a 
team  effort  and  I am  grateful  to  the  staff  of  the  department  for  their  energetic 
efforts,  and  for  the  patience  and  tolerance  with  which  they  have  accepted 
my  leadership. 

May  I also  record  my  thanks  to  the  chairman  and  members  of  the  Health 
Committee  and  Health  Sub-Committees  for  the  warm  and  friendly  welcome 
they  extended  to  me. 

J.  LYONS 

County  Medical  Officer  and 
Principal  School  Medical  Officer. 
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STAFF  OF  THE  HEALTH  DEPARTMENT 


County  Medical  Officer  and 
Principal  School  Medical  Officer 

Deputy  County  Medical  Officer 
and  Deputy  Principal  School 
Medical  Officer 


Senior  Medical  Officer  for  Mater- 
nal and  Infant  Health 

Senior  Medical  Officer  for  Child 
Health 

Senior  Medical  Officer  for  Adult 
Health 

County  Superintendent  of  Nurs- 
ing and  Supervisor  of  Mid- 
wives 

Superintendent  Health  Visitor 

Health  Education  Officer 

County  Health  Inspector 

Lay  Administrative  Officer 

Chief  Clerk 

County  Ambulance  Officer 

Home  Help  Organiser  . . 

Senior  Social  Worker  in  Mental 
Health 

Senior  Occupational  Therapist.. 

Chief  Chiropodist 


W,  J.  Doyle,  m.b.,  B.ch.,  b.a.o.,  d.p.h., 

B.Sc.<L.M.  (dec’d.  18.8.63). 

/ 

D.  E.  CuUingtOll,/^  M.A.,  m.b.,  B.Chir., 

D.C.H.,  D.P.H.  (resigned  30.9.63). 

D.  S.  Parken,  m.b.,  b.s.,  m.r.c.s.,  l.r.c.p., 
D.C.H.,  D.P.H.  (from  1.10.63) 

F.  Gloria  Richards,  m.r.c.s.,  l.r.c.p., 

D.(OBST.)^.C.O.G. 

A.  D.  I^ine,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

D.  S.  Parken,  m.b.,  b.s.,  m.r.c.s.,  l.r.c.p., 
D.C.H.,  D.P.H.  (promoted  to  Deputy 
County  Medical  Officer  1.10.63) 

Miss  G.  Heather,  s.r.n.,  s.c.m.,  h.v.c. 


Miss  E.  L.  Hunter,  s.r.n.,  c.m.b.(pt.  i), 

H.v.c. 

Miss  P.  O.  Davies,  R.M.,  D.H.Ed. 

M.  S.  Powhng,  F.A.p.H.i. 

J.  Cooke 

H.  T.  Baldwyn 

R.  P.  Selley,  d.p.a.,  f.i.a.o. 

G.  P.  Brooks,  d.p.a.,  d.s.a. 

L.  H.  Jenkins,  d.s.s.,  M.H.Cert. 


Miss  M.  M.  Keily,  m.a.o.t. 
W.  Beedle,  m.ch.s.,  r.m.a. 
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Medical  OfiBcers 


“mixed” 

appointments 


L.  G.  Anderson,  m.d.,  ch.B.,  d.p.h. 

H.  M.  Davies,  m.a.,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

F.  T.  Hunt,  M.B.,  B.S.,  M.R.C.S.,  L.R.C.P.,  D.P.H.,  D.I.H 
(resigned  31.3.63) 

R.  C.  MacLeod,  m.d.,  d.p.h.,  d.t.m.  & h. 

D.  K.  MacTaggart,  m.a.,  m.b.,  ch.B.,  d.p.h. 

R.  P.  Ryan,  m.b.,  b.s.,  d.p.h.  (from  10.6.36) 

R.  B.  Walker,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

J.  H.  Wildman,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

E.  Williams,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

J.  Allott,  M.B.,  Ch.B.,  D.P.H.  (from  1.4.63) 

? N.  E.  R.  Archer,  m.a.,  d.m.,  B.ch.,  d.p.h. 

R.  H.  Browning,  m.b.,  b.s. 

M.  E.  Budding,  b.sc.,  m.b.,  B.Ch.,  d.p.h. 

W.  E.  Denbow,  b.sc.,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

M.  J.  Dunn,  m.b.,  ch.b. 

D.  M.  Green,  m.b.,  b.s.,  m.r.c.s.,  l.r.c.p.,  d.p.h.  (retired  31.3.63) 

^ L.  Solomon,  b.a.,  m.b.,  B.Ch.,  b.a.o.,  l.m.,  d.p.h.,  d.c.h. 

P.  W.  Tait,  M.B.,  Ch.B.Ed. 

‘ W.  Burgess,  l.r.c.p.,  m.r.c.s.,  m.b.,  b.s.,  d.c.h.,  m.d.  (part-time)  (resigned  3 1.8.63) 

S.  C.  Candler,  m.b.,  Ch.B.,  m.r.c.s.,  l.r.c.p.  (part-time) 

^ E.  A.  Chalk,  m.b.,  b.ch.,  (part-time)  (appointed  1.9.63) 

M.  R.  Epstein,  l.r.c.p.i.  & l.m.,  d.c.h.,  r.c.s.i.  (part-time) 

M.  C.  H.  Kingdon,  m.b.e.,  m.a.,  M.B.,p.Ch.,  m.r.c.s.,  l.r.c.p.  (part-time) 

^ J.  M.  MacTaggart,  m.b.,  ch.B.,  d.p.h.  (part-time) 


// 


v>C 


( 


School  Ophthalmic  Surgeons* 

A.  M.  Barnett,  m.a.,  b.a.,  m.r.c.s.,  l.r.c.p.,  d.o. 

R.  C.  Chaturvedi,  m.b.,  b.s.,  d.o. 

A.  J.  A.  McCormick,  m.b.,  ch.b.,  f.r.c.s.,  d.o.m.s. 

G.  Searle,  m.r.c.s.,  l.r.c.p.,  d.o. 


Chest  Physicians* 

G.  E.  Adkins,  m.b.,  B.Chir.  (Cantab.) 

W.  E.  B.  Lloyd,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

J.  C.  Mellor,  m.b.,  B.Ch. 

B.  R.  EhUis,  M.D.,  M.B.,  Ch.B.,  F.R.F.P.S.,  M.R.C.P. 


Psychiatrists  Child  Guidance* 

H.  S.  Gaussen,  m.r.c.s.,  l.r.c.p. 

W.  Johnston,  m.b.,  Ch.B.,  d.p.m. 

D.  A.  Sime,  m.b.,  Ch.B.Ed. 

* On  staff  of  the  Regional  Hospital  Board. 
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DENTAL  SERVICE 


Chief  County  Dental  Officer  and  J.  D.  Sykes,  l.d.s. 

Principal  School  Dental  Officer 

County  Orthodontist  . . . , A.  S.  Peacock,  l.d.s.,  d.d.o.  r.f.p.s.  (to 

31.9.63). 

A.  A.  M.  McDonald,  l.d.s.,  d.orth.  r.c.s. 
(from  1.11.63) 


Dental  Officers: 

I.  Blake,  b.d.s.,  l.d.s.,  r.c.s.  (to  30.6.63) 

G.  H.  S.  Clarke,  l.d.s. 

Hilda  M.  Croxford  l.d.s.,  r.c.s.  (from  14.1.63  to  17.11.63) 

G.  J.  Derbyshire,  l.d.s. 

J.  L.  Dickson,  l.d.s.,  r.f.p.s. 

H.  W.  Gibbs,  L.D.S.,  r.c.s.  (fraia  to  3Q.^i63) 

W.  A.  Humpherson,  b.d.s.,  l.d.s.,  r.c.s.  (from  24.6.63) 

R.  R.  Lewis,  l.d.s.,  r.c.s.  (to  30.4.63) 

A.  E.  B.  Noble,  l.d.s.,  r.c.s.  (from  18.11.63) 

F.  A.  Pearse,  o.b.e.,  l.d.s.,  r.c.s. 

C.  T.  Pomeroy,  l.d.s.,  r.c.s. 

Barbara  J.  Shapland,  l.d.s. 

J.  Smith,  L.D.S. 

K.  P.  Smith,  L.D.S.,  r.c.s.  (from  9.9.63) 

J.  W.  Steer,  l.d.s.,  r.c.s. 

E.  R.  Trythall,  l.d.s.  (to  6.9.63) 

C.  N.  Van  Rijswijk,  B.ch.D.  (from  28.1.63) 

J.  K.  Vowles,  B.D.S. 

F.  M.  Warren,  b.d.s.,  l.d.s.,  r.c.s. 

F.  R.  P.  Williams,  c.b.e.,  f.d.s.,  b.d.s. 

H.  D.  Williams,  l.d.s.  (from  1.7.63) 

Pamela  W.  Goodman,  l.d.s.  (part  time  to  29.6.63) 

J.  A.  R.  Hemsted,  l.d.s.,  r.c.s.  (part  time  from  6.11.63) 

V.  G.  Holdsworth,  l.d.s.,  r.c.s.  (part  time  to  24.1.63) 

W.  H.  Shapland,  l.d.s.,  r.c.s.  (part  time  to  6.6.63) 


Dental  Auxiliary: 

Ruth  Stevens 


Dental  Hygienist: 

Jill  Gilpin  (to  10.4.63) 

Antonia  Matthews  (from  19.8.63) 


14 


PARTI 

VITAL  STATISTICS 


Area  and  Population 
Births 
Deaths 


15 


VITAL  STATISTICS 


Devon  is  a predominantly  rural  county  but  has  a concentration  of  almost 
100,000  in  the  Torbay  area,  where  almost  one-fifth  of  the  population  reside. 
The  remainder  of  the  county,  apart  from  relatively  small  urban  areas,  consists 
of  rural  districts  which  include  two  large  areas  of  sparsely  populated  country- 
side, Dartnaoor  and  the  western  part  of  Exmoor.  The  area  and  population  of 
the  aggregates  of  the  municipal  boroughs  and  urban  districts  and  the  rural 
districts  and  the  administrative  county  are  appended. 


Area  and  Population 


Area  (acres) 
Population  (estimated 
mid- 1962) 


Municipal  Boroughs 
and  Urban  Districts 
127,717 

278,010 


Rural  Administrative 

Districts  County 

1,521,713  1,649,430 


265,260  543,270 


Number  of  Municipal  Boroughs,  10;  Urban  Districts,  20;  Rural  Districts,  17; 
Total,  47. 


Statistics  are  detailed  on  pages  24  and  52  but  the  following  is  both  a 
summary  and  an  outhne  of  the  more  interesting  facts. 


Births 

Registered  hve  births  number  8,099  equivalent  to  a rate  of  17.9  per  1,000 
population.  The  number  of  still  births  registered  was  139  corresponding  to  a 
rate  of  16.87  per  1,000  total  births. 


Deaths 

The  total  number  of  deaths  allocated  to  the  administrative  county  was 
8,444,  the  highest  ever  recorded. 

Due  to  the  age-sex  distribution  of  the  population  differing  from  area  to  area 
throughout  the  country,  crude  rates,  although  based  on  actual  occurrences, 
fail  to  provide  a useful  mortality  index.  To  enable  more  realistic  comparisons 
of  the  mortality  between  different  areas  to  be  made,  compensating  factors  are 
applied  to  the  crude  rates.  The  death  rates  from  all  causes  for  the  past  eight 
years,  adjusted  by  the  appropriate  factors,  for  the  aggregates  of  boroughs  and 
urban  districts,  rural  districts,  the  administrative  county,  also  the  rates  for 
England  and  Wales  are  given  below : 


Year 

Municipal 
Boroughs  and 
Urban  Districts 

Rural 

Districts 

Administrative 

County 

England  and 
Wales 

1958 

14-1 

8-6 

11.0 

11-7 

1959 

11-4 

10-4 

IM 

11-6 

1960 

11-5 

11-0 

11-4 

11-5 

1961 

12-0 

11-2 

11-6 

11-9 

1962 

121 

11-3 

11-7 

11-9 

1963 

11-6 

11-5 

11-7 

12-2 

Perinatal  Mortality 

This  term  is  used  to  describe  stillbirths  together  with  deaths  during  the  first 
week  of  life  and  the  resultant  rate  expressed  per  1,CC0  total  births.  In  1961  and 
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1962  the  rate  showed  a downward  trend  but  the  1963  rate  of  28.5  is  an  increase 
of  4.1  on  the  1962  rate. 

Infant  Mortality 

Deaths  of  infants  in  the  first  year  of  life  numbered  152  representing  a rate 
of  18.77  per  1,000  live  births.  This  figure  shows  an  increase  of  2.46  per  1,000 
live  births  on  the  rate  for  1962,  but  the  increased  loss  was  entirely  in  the  first 
month  of  live. 


Causes  of  Death 

Tuberculosis  . . . . . . . . . . . . . . 39 

Other  infectious  diseases  . . . . . . . . . . . . 30 

Cancer  and  other  malignant  diseases  . . . . . . . . 1,441 

Vascular  lesions  of  nervous  system  . . . . . . . . 1,359 

Diseases  of  heart  and  circulatory  system  . . . . . . 3,342 

Diseases  of  respiratory  system  (excluding  tuberculosis)  . . 980 

Diseases  of  stomach  and  digestive  system  . . . . . . 85 

Diseases  of  genito-urinary  system  . . . . . . . . 97 

Maternal  deaths  . . . . . . . . . . . . . . 2 

Accidents,  suicide,  etc.  . . . . . . . . ...  . . 334 

All  other  causes  . . . . . . . . . . . . . . 735 


Total  Deaths  . r . . . . . . . . r; - - 8,444 


Principal  Causes  of  Death 

The  major  causes  of  death  remained  as  in  recent  years  in  descending  order, 
heart  and  circulatory  diseases,  3,342;  malignant  neoplasms,  1,441;  vascular 
lesions  of  nervous  system,  1,359;  diseases  of  respiratory  system,  980;  accidents, 
suicide,  etc.,  334. 

The  relative  contribution  of  these  diseases  which  accounted  for  88.28  % of  the 
total  mortality  is  indicated  below : 


Percentage  Contribution  of  Total  Causes 


Main  Causes 

1958 

1959 

1960 

1961 

1962 

1963 

Malignant  Neoplasms 

18-22 

18-89 

17.58 

17-22 

17-97 

17-06 

Vascular  Lesions  of  Nervous  System 

15-68 

15-81 

15-79 

15-78 

16-53 

16-09 

Heart  and  Circulatory  Diseases 

40-31 

38-60 

41-39 

40-88 

40-32 

39-57 

Disease  of  Respiratory  System 

8-28 

8-71 

8-31 

994 

9-28 

11-60 

Accidents,  Suicide  and  Violence  . . 

3-89 

4-16 

3-77 

3-43 

4-02 

3-96 
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Tuberculosis 


Deaths  from  Tuberculosis 


Age  Group 

Grand 

Total 

Classification 

0— 

1- 

5- 

15 

25— 

45— 

65— 

75— 

Total 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

Respiratory 

4 

2 

15 

4 

4 

— 

4 

3 

27 

9 

36 

Non- 

Respiratory 

1 

2 

3 

3 

Totals 

4 

2 

15 

5 

4 

2 

4 

3 

27 

12 

39 

There  were  thirteen  more  deaths  than  in  the  preceding  year  and  all  but  four 
related  to  older  men.  It  is  imperative  that  all  preventive  measures  shall  continue 
to  be  diligently  applied,  with  the  ultimate  goal  of  complete  eradication. 

Infective  and  Parasitic  Diseases 

In  this  group  there  were  thirty  deaths,  and  again  it  is  pleasing  to  report  that 
there  were  none  from  diphtheria,  acute  poliomyehtis  and  measles.  There  was  a 
slight  increase  in  deaths  occurring  in  the  over  fifty-five  age  group,  due  to  syphilitic 
disease. 

Cancer 

The  total,  including  leukaemia,  numbered  1,441,  and  was  a slight  rise  on  the 
figures  for  last  year. 

The  following  table  shows  the  relative  contribution  to  mortality  from  the 
separately  classified  sites  and  indicates  the  greatest  increase  in  the  male  lung 
and  bronchus. 
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Cancer  Deaths 


1 Year 

Stomach 

Lung, 

Bronchus 

Breast 

Uterus 

Other 

Malignant 

and 

Lymphatic 

Neoplasms 

Leukaemia, 

Aleukaemia 

Total 

all 

sites 

M. 

99 

164 

2 

344 

23 

632 

1958  F. 

88 

30 

158 

61 

365 

17 

719 

T. 

187 

194 

160 

61 

709 

40 

1,351 

1 

M. 

115 

199 





386 

19 

719 

1959  F. 

92 

46 

121 

61 

354 

11 

685 

T. 

207 

245 

121 

61 

740 

30 

1,404 

M. 

102 

192 

2 



348 

18 

662 

1960  F. 

92 

44 

141 

61 

332 

26 

696 

T. 

194 

236 

143 

61 

680 

44 

1,358 

M. 

104 

198 

1 



358 

21 

682 

1961  F. 

92 

37 

123 

47 

341 

22 

662 

T. 

196 

235 

124 

47 

699 

43 

1,344 

M. 

103 

205 

1 



383 

28 

720 

1962  F. 

85 

53 

139 

59 

353 

20 

709 

T. 

188 

258 

140 

59 

736 

48 

1,429 

M. 

94 

241 





411 

25 

771 

1963  F. 

79 

51 

137 

45 

341 

17 

670 

T. 

173 

292 

137 

45 

752 

42 

1,441 

Although  the  association  between  lung  cancer  and  smoking  has  been  proven, 
there  is  a need  for  further  investigation  of  other  possible,  if  less  important, 
contributory  causes,  e.g.  atmospheric  pollution. 

Reference  is  made  in  the  health  education  section  (pages  69  and  70)  to 
the  anti-smoking  campaign  of  1963.  (See  also  pages  64,  114  and  115.) 


Vascular  Lesions  of  the  Nervous  System 

Assigned  to  this  group  were  1,359  deaths  and,  as  with  other  diseases  associated 
with  middle  and  older  ages,  the  trend  was  upwards. 


Heart  and  Circulatory  Diseases 

Causing  3,342  deaths,  this  group  carries  year  by  year  the  highest  mortality  and 
accounts  for  approximately  40  % of  the  total  causes. 

The  following  table,  which  further  classifies  into  sub-groups,  indicates  no 
significant  trend  except  perhaps  the  almost  constant  upward  trend  in  deaths 
from  coronary  artery  disease. 
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Heart  and  Other  Circulatory  Disease  Deaths 


Year 

Coronary 
disease,  angina 

Hyper 

w 

heart 

tension 

th 

disease 

O 

heart 

ther 

disease 

Ot 

circu 

dis 

her 

latory 

sase 

Total 

No.  of 

Death 

No.  of 

Death 

No.  of 

Death 

No.  of 

Death 

No.  of 

Death 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

1958 

1,141 

1-69 

185 

0-27 

1,327 

1-97 

335 

0-50 

2,988 

4-44 

1959 

1,188 

1-78 

164 

0-24 

1,208 

1-81 

310 

0-46 

2,870 

4-29 

1960 

1,351 

2 00 

192 

0-28 

1,288 

1-90 

366 

0-54 

3,197 

4-73 

1961 

1,333 

1-99 

180 

0-27 

1,282 

1-91 

395 

0-59 

3.190 

4-76 

1962 

1,392 

2-05 

157 

0-23 

1,279 

1-88 

379 

0-56 

3,207 

4-72 

1963 

1,569 

2-17 

180 

0-25 

1,254 

1-73 

339 

0-47 

3,342 

4-61 

Deaths  from  Accidents,  Violent  Causes,  etc. 

The  total  number  of  deaths  over  the  past  six  years  has  tended  to  fluctuate  but 
this  year’s  figure  is  the  highest,  due  largely  to  an  increase  in  fatal  home  accidents 
which  make  up  the  bulk  of  those  classified  as  “all  other  accidents”. 


Year 

Motor 

Vehicle 

Accidents 

All 

other 

Accidents 

Suicide 

Homicide  and 
Operations  of 
War 

Total  Accidents, 
Suicide, 
Homicide 

1958 

45 

163 

72 

8 

288 

1959 

67 

162 

77 

3 

309 

1960 

64 

150 

74 

3 

291 

1961 

62 

142 

62 

2 

268 

1962 

56 

175 

79 

10 

320 

1963 

63 

193 

75 

3 

334 

Fatalities  on  the  road  remained  much  the  same,  as  did  the  number  of  suicides. 
These  preventable  forms  of  death  constitute  a major  health  education  problem. 
If  we  add  to  the  above  the  figures  representing  those  who  are  seriously  injured 
in  body  or  mind,  and  combine  this  with  the  immeasurable  effect  the  tragedy  has 
on  the  family,  then  the  enormity  of  the  problem|begins  to  be  revealed. 


Diseases  of  the  Respiratory  System  (excluding  Tuberculosis  and  Lung 
Cancer)  ; 

The  980  deaths  assigned  to  this  group  excluded  those  due  to  bronchitis, 
pneumonia  and  influenza,  and  involved  chiefly  the  older  age  groups. 

Bronchitis  showed  a further  increase,  and  the  male  excess  mortality  previously 
in  th^  ratio  of  about  2.5  : 1 increased  to  3 ; 1.  The  national  death  rate  in 
what  is  rapidly  becoming  known  as  the  “British  disease”  remains  among  the 
highest  in  Europe.  Much  could  be  done  to  effect  control,  as  smoking  and  air 
pollution  are  contributory  factors. 
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DISTRICT  MEDICAL  OFFICERS  OF  HEALTH 


Area 

District  Councils 

District  Medical  Officers  of  Health 

1 

Budleigh  Salterton 

U.D. 

L.  G.  Anderson,  m.d.,  d.p.h.  (“mixed” 

Exmouth 

U.D. 

appointment) 

St.  Thomas 

R.D. 

2 

Ottery  St.  Mary 

U.D. 

R.  C.  MacLeod,  m.d.,  d.p.h.,  d.t.m.  & h. 

Sidmouth 

U.D. 

(“mixed”  appointment) 

Honiton 

M.B. 

Seaton 

U.D. 

Axminster 

R.D. 

Honiton 

R.D. 

3 

Crediton 

U.D. 

N.  F.  Sawers,  m.b.,  ch.b. 

Crediton 

R.D. 

L.  N.  Jackson,  B.A.,  d.m. 

Tiverton 

M.B.1 

L 

G.  Nicholson,  m.d.,  d.p.h.,  f.r.c.s.  (com- 

Tiverton 

R.D.J 

r 

bined  appointment) 

4 

Barnstaple 

M.B.1 

E.  WilUams,  m.r.c.s.,  l.r.c.p.,  d.p.h. 
(“mixed”  appointment) 

Barnstaple 

R.D. 

South  Molton 

M.B. 

South  Molton 

R.D. 

Ilfracombe 

U.D. 

A.  H.  Morley,  o.b.e.,  m.b.,  Ch.B.,  f.r.c.s., 

d.p.h. 

Lynton 

U.D. 

M.  P.  Nightingale,  m.r.c.s.,  l.r.c.p. 

5 

Gt.  Torrington 

M.B. 

C.  F.  R.  Briggs,  m.b.,  b.s.,  m.r.c.s.,  l.r.c.p. 

Bideford 

R.D. 

N.  B.  Betts,  M.B.,  B.Chir.,  F.R.C.S.,  L.R.C.P. 

Torrington 

R.D.1 

H.  Mervyn  Thomas,  m.b.,  Ch.B.,  d.p.h., 

Northam 

U.D. 

D.c.H.  (combined  appointment) 

Bideford 

M.B. 

Holsworthy 

U.D. 

Holsworthy 

R.D., 

E.  D.  Alien-Price,  m.d.,  d.p.h.  (combined 

Okehampton 

M.B. 

Tavistok 

U.D. 

appointment) 

Broadwoodwidger 

R.D. 

6 

Okehampton 

R.D. 

Tavistock 

R.D. 

7 

Salcombe 

U.D. 

R.  B.  Walker,  m.r.c.s.,  l.r.c.p.,  d.p.h. 
(“mixed”  appointment) 

Kingsbridge 

U.D. 

Kingsbridge 

R.D. 

Plympton  St.  Mary  R.D. 

Dawhsh 

U.D. 

H.  M.  Davies,  m.a.,  m.r.c.s.,  l.r.c.p.,  d.p.h. 
(“mixed”  appointment) 

Newton  Abbot 

U.D. 

Teignmouth 

U.D. 

Newton  Abbot 

R.D. 

~9 

Torquay 

M.B. 

D.  K.  MacTaggart,  m.a.,  m.b.,  ch.B.,  d.p.h. 
(“mixed”  appointment) 

IT 

Totnes 

M.B. 

F.  T.  Hunt,  M.B.,  B.S.,  M.R.C.S.,  L.R.C.P., 
D.P.H.,  D.C.H.  (“mixed”  appointment)  (re- 

Ashburton 

U.D. 

Buckfastleigh 

U.D. 

signed  31.3.63) 

Totnes 

R.D. 

R.  P.  Ryan,  m.b.,  b.s.,  d.p.h.  (“mixed” 

appointment)  (from  10.6.6^  

11 

Dartmouth 

M.B. 

J.  H.  Wildman,  m.r.c.s.,  l.r.c.p.,  d.p.h. 

Brixham 

U.D. 

(“mixed”  appointment) 

Paington 

U.D. 
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DISTRICT  MEDICAL  OFFICERS  OF  HEALTH 

In  the  greater  part  of  Devon  the  district  medical  officer  of  health  holds  a 
“mixed”  appointment.  The  effect  of  this  is  that  the  medical  officer  spends  a 
proportion  of  his  time,  varying  from  40%  to  80%,  working  for  a number  of 
district  councils  and  undertaking  public  health  duties.  The  remaining  proportion 
of  his  time  is  spent  in  duties  for  the  county  council.  These  in  the  main  are  con- 
nected with  the  school  health  service  as  well  as  infant  welfare  centres.  With  the 
mixed  type  of  appointment  a most  valuable  link  is  forged  between  the  services 
provided  by  the  other  local  authorities  in  the  county  and  the  county  council. 

In  three  areas  combined  appointments  have  been  established.  In  this  type 
of  appointment  the  district  medical  officer  is  solely  responsible  for  the  work 
of  his  district  councils  and  takes  no  part  in  the  work  of  the  county  council. 
A preliminary  meeting  has  been  held  with  representatives  of  the  district  councils 
in  one  of  the  combined  appointment  areas,  with  a view  to  arrangements  being 
made  for  the  district  medical  officer  to  hold  a “mixed”  appointment.  I am 
hopeful  that  agreement  will  be  reached  during  next  year  for  this  very  desirable 
changeover  to  take  place  at  an  early  date. 
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EPIDEMIOLOGY 

Notification  of  Infectious  Disease 
Vaccination  and  Immunisation 
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EPIDEMIOLOGY 


Incidence  and  Notification  of  Infectious  Disease: 

This  table  affords  a comparison  with  the  preceding  five  years: 


Measles 

Whooping  Cough 
Diphtheria 
Poliomyelitis 
Scarlet  Fever 
Erysipelas 
Pneumonia 
Meningitis 
Tuberculosis 
Typhoid  or  paratyphoi 
Dysentery 
Food  Poisoning 
Ophthalmia  Neonatorum 
Puerperal  Pyrexia 
tSyphilis 
tGonorrhoea  . ■ 
tOther  conditions 


id 


Number  of  corrected  notifications 


1958 

1959 

1960  , 

1961 

1962  ' 

1963 

5,038  ; 

3,881 

2,441  , 

6,448 

2,664 

6,085 

'622  i 

446 

233 

592 

68 

197 

I 

— 

— 

1 

— 

13 

10 

6 

— 



— 

220 

410 

289 

121 

99 

152 



43 

23 

22 

19 

226 

350 

171 

198 

127 

178 



2 

1 

6 

235 

192 

181 

158 

156 

117  1 

8 

3 

1 

4 

2 

1 

34 

22 

71 

31 

419 

167 

66 

48 

76 

33 

19 

36 

11 

5 

! 5 

4 

3 

1 

17 

9 

8 

4 

11 

7 

23 

18 

13 

7 

6 

4 

32 

. 32 

50 

i 38 

49 

, 50 

118 

166 

187 

! 220 

1 300 

1 306 

t Venereal  diseases  are  not  notifiable,  but  figures  are  given  for  cases  treated  at  the  special  1 
centres  for  the  first  time  during  the  year.  (See  page  70.) 


For  the  third  year  there  were  no  cases  of  poliomyelitis  notified  in  Devon  andl 
it  is  confidently  considered  that  this  is  a result  of  the  very  successful  vaccination i 
campaign  whereby  95  % of  eligible  persons  accepted  protection. 

There  were  again  no  cases  of  diphtheria,  so  that  there  have  been  only  two) 
notified  cases  in  the  past  six  years. 

It  is  a sad  reflection  on  our  state  of  personal  hygiene  that  there  were  notified! 
as  many  as  167  cases  of  dysentery  and  a further  thirty-six  cases  of  food  poisoning.^ 
There  would  still  appear  to  be  an  abysmal  ignorance  on  the  part  of  many  engaged! 
in  food  handling,  of  the  need  to  adequately  wash  hands  after  each  visit  to  the: 

W.C. 


Vaccination  and  Immunisation 

Diphtheria,  Whooping  Cough  and  Tetanus  (Combined) 

The  use  of  combined  prophylactics  involves  fewer  injections  and  is  thus  more, 
acceptable  to  parents  and  infants,  and  there  is  a greater  probability  of  a course: 
being  completed.  This  is  one  of  the  reasons  why  “triple’  prophylaxis  m infancy, 
is  advisable  as  a routine.  Three  injections  are  recommended;  the  first  after 
two  months  but  before  six  months,  and  second  a montn  afterwards  and  the. 
third  seven  months  after  the  second  dose.  A booster  dose  can  be  given  approxi- 
mately at  eighteen  months.  Supplies  of  the  vaccine  can  be  obtained  from  the. 
county  health  department  together  with  the  necessary  record  cards. 

Supplies  of  separate  diphtheria,  whooping  cough  or  tetanus  prophylactics  are. 
also  available  should  these  be  required. 


Poliomyelitis 

Vaccination  against  poliomyelitis  is  now  offered  to  all  persons  who  have  not 
at  the  time  of  their  application  for  vaccination  reached  the  age  ot  torty,  and 
also  to  special  groups  of  personnel  and  their  families  who  may  come  into  contact 
with  poliomyelitis  cases.  Oral  vaccine  is  used  but  salk  vaccine  can  be  madt 
available  if  required.  Persons  going  to  visit  or  reside  in  a country  outside 
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^Europe  other  than  Canada  or  the  United  States  of  America  may  also  receive 
Ivaccinadon  against  polio.  Babies  are  now  routinely  vaccinated,  the  first  dose 
^ being  given  at  the  age  of  six  months,  with  a second  a month  later  and  a third 
i.at  least  seven  months  after  the  second  dose.  All  immunised  children  are  offered 
ia  reinforcing  dose  of  vaccine  when  they  start  school;  the  interval  between  the 
I reinforcing  dose  and  the  last  previous  dose  should  not  be  less  than  four  weeks, 
t A reinforcing  dose  of  vacci  ne  is  offered  also  to  immunised  persons  at  special  risk 
iof  contracting  poliomyelitis.  Supplies  of  vaccine  and  cards  may  be  obtained 
from  the  county  health  department. 

^Smallpox 

Smallpox  vaccination  should  be  carried  out  preferably  sometime  during  the 
(second  year  of  life.  Supplies  of  lymph  vaccine  can  be  obtained  from  the  Public 
[Health  Laboratory,  Gandy  Street,  Exeter  (Telephone  No.  54959).  Record 
:cards  obtainable  from  the  county  health  department,  are  completed  by  the 
doctors  and  returned  to  the  county  medical  officer  in  respect  of  each  vaccination 
carried  out. 

International  certificates  of  vaccination,  required  before  visitors  are  admitted  to 
xertain  overseas  countries,  are  submitted  to  the  local  district  medical  officer  of 
■health  for  the  purpose  of  authenticating  the  doctor’s  signature. 

■B.C.G.  (Anti-Tuberculosis) 

Vaccination  is  undertaken  by  the  chest  physicians  for  infants  and  young 
children  exposed  to  infection  from  a known  case  of  tuberculosis.  B.C.G. 
vaccination  is  offered  to  school  children  of  over  eleven  years  of  age,  and  also 
young  adults  attending  colleges,  technical  schools,  etc.  Parents ’have  the 
opportunity  of  giving  their  consent  to  this  procedure  and  the  vaccination  is 
carried  out  by  specially  trained  medical  officers. 

Prophylactics  can  be  obtained  as  follows : 


Smallpox  vaccine 

Public  Flealth  Laboratory,  University  Buildings, 

Gandy  Street,  Exeter.  (Tel.  54959) 

Triple  prophylactic 

Diph. /Tetanus 
prophylactic 

T.A.F. 

f.t. 

Whooping  cough 
Tetanus 

Oral  Polio  Vaccine 

Salk  polio  vaccine 
(if  required) 

County  Health  Department,  County  Hall,  Topshani  Road, 
Exeter.  (Tel.  77977,  Ext.  514) 
or  in  small  quantities  direct  from 

Exmouth— The  Clinic,  142  Exeter  Road.  Tel.  2610). 

Dr.  Anderson. 

Honiton— Municipal  Offices,  New  St.  (Tel.  391).  Dr.  MacLeod 
Tiverton— The  Clinic,  St.  Andrew’s  St.  (Tel.  2708).  Dr.  Tait 
Crediton— The  Clinic,  Newcombes.  (Tel.  2649).  Dr.  Tait 
Barnstaple— The  Clinic,  19b  Alexandra  Rd.  (Tel.  3549). 

, Dr.  Williams. 

Ilfracombe— The  Clinic,  4 Market  St.  (Tel.  758).  Dr  Dunn 
Bideford— The  Clinic,  Coronation  Rd.  (Tel.  1121). 

. , Dr.  Kingdon. 

Tavistock— The  Clinic,  Crowndale  Rd.  (Tel.  2617). 

Dr.  Budding.  I 

Plympton— Council  Offices  (Tel.  2244).  Dr.  Walker.  ' 

Plymstock— Horns  Cross  Road,  Plymstock 

(Tel.  Plymouth  42677).  Dr.  Browning. 
Kmgsbridge— The  Clinic,  1 12  Fore  Street  (Tel.  2280). 

Dr.  Browning. 

Newton  Abbot — Council  Offices,  Kingsteignton  Rd. 

(Tel.  571).  Dr.  Davies. 

Torquay— Health  Dept.,  St.  Marychurch  Town  Hall 

(Tel.  88204).  Dr.  D.  K.  MacTaggart. 
Torquay— The  Clinic,  15  Castle  Rd.  (Tel.  7963/4). 

„ . Dr.  Solomon. 

Paignton— The  Clinic,  14  Midvale  Rd.  (Tel.  59131). 

Dr.  Wildman. 

Totnes— Municipal  Offices  (Tel.  3350).  Dr.  Ryan. 

33 


All  these  immunizations  and  vaccinations,  except  B.C.G.,  can  be  undertaken 
either  by  the  family  doctor  or  at  any  of  the  welfare  centres  or  clinics. 


Record  Cards 

Special  personal  record  cards  are  issued  to  mothers  attending  welfare  centres, 
and  supplies  are  available  to  general  practitioners  on  request.  The  importance 
of  having  these  cards  completed  after  each  injection  is  stressed  to  the  parents, 
who  are  also  advised  to  produce  it  whenever  a child  attends  a doctor  or  hospital 
following  an  accident.  If  the  doctor  has  evidence  of  a satisfactory  primary 
course  of  tetanus  immunisation  he  will  be  able,  under  such  circumstances,  to 
give  a booster  dose  of  tetanus  toxoid  rather  than  A.T.S.,  and  thus  avoid  the 
danger  of  serum  sensitization. 


Diphtheria  Immunisation 

The  number  of  children  who  received  immunisation  since  1948  is  shown  in  the 
following  table : 


No.  of  children  who  completed 

No.  of  children 

a full  course  of  immunisation 

who  were  given 

a reinforcing 

Under  5 

5-14 

Total 

i njection 

1948 

2,379 

209 

2,388 

1,030 

1949 

5,787 

1,015 

6,802 

9,133 

1950 

4,460 

572 

5,032 

5,288 

1951 

5,206 

582 

5,788 

7,345 

1952 

4,838 

574 

5,412 

8,798 

1953 

4,554 

833 

5,387 

9,243 

1954 

4,865 

959 

5,824 

8,329 

1955 

4,535 

844 

5,379 

8,602 

1956 

4,914 

690 

5,604 

7,564 

1957 

4,590 

694 

5,284 

6,144 

1958 

4,058 

473 

4,531 

4,048 

1959 

6,490 

646 

7,136 

3,839 

1960 

5,799 

561 

6,360 

4,247 

1961 

5,782 

824 

6,606 

3,708 

1962 

6,394 

1,107 

7,501 

3,866 

1963 

6,847 

946 

7,793 

4.197 

Diphtheria  Immunity  Index  Table 


Year 

Under  5 

Percentage 

of 

population 
under  5 

5-14 

Percentage 

of 

population 

5-14 

Total 
under  15 

Percentage 

of 

population 
under  15 

1955 

17,050 

51-35 

48,791 

66-83 

65,841 

61-99 

1956 

17,242 

52-40 

48,651 

64-95 

65,893 

61-12 

1957 

17,428 

53-13 

46,005 

61-17 

63,433 

58-73 

1958 

16,962 

51-55 

40,692 

53-96 

57,654 

53-23 

1959 

19,093 

57-50 

35,563 

47-16 

54,656 

50-32 

1960 

20,614 

61-16 

31,361 

41-64 

51,975 

47-68 

1961 

21,716 

61-41 

27,447 

36-88 

49,163 

44-78 

1962 

23,144 

65-01 

27,680 

37-55 

50,824 

46-49 

1963 

24,597 

64-74 

29,366 

39-84 

53,963 

48-30 
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Whooping  Cough  (including  combined  vaccine) 

The  number  of  children  protected  against  whooping  cough  during  1963  is 
as  follows: 


Pre-School 

Children 

Boosters 

6,663 

1,242 

Tetanus  (including  combined) 


Infants  and 
Pre-School 
Children 

School 

Children 

Total 

M.O.’s  (Primary) . . 

2,272 

2,164 

4,436 

G.P.’s  (Primary) 

4,558 

1,643 

6,201 

Total 

6,830 

3,807 

10,637 

B.C.G. 


School 

Children 

Students 

Attending 

Further 

Education 

Estabhshments 

No.  of  children  for  whom  parental 
consent  received 

4,973 

36 

No.  tuberculin  tested  (Heaf  tested 

2 mm.  puncture) 

4,879 

26 

ff 

No.  positive 

956 

16 

No.  negative 

3,823 

10 

No.  given  freeze-dried  B.C.G. 
vaccine  . . 

3,761 

10 

POLIOMYELITIS— Vaccinations 

Primary:  Salk 


Under  2 

3-20 

21-30 

Others 

Total 

560 

642 

211 

360 

1,773 
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Primary:  Sabin  (Oral) 


Under  2 

3-20 

21-30 

Others 

Total 

4,291 

1,277 

333 

581 

6,482 

Oral:  Reinforcing 


Number  of  persons  given  a 
reinforcing  dose  of  oral  vaccine 
after: 

(i) 

2 Salk  doses 

1,157 

(ii) 

3 Salk  doses 
or  3 Oral  doses 
or  2 Salk  doses 
plus  2 Oral  doses 

2,876  , 

i 

Total 

4,033 

Smallpox 

The  following  table  shows  the  number  of  vaccinations  and  re-vaccinations 
performed  during  the  last  five  years. 


VACCIN 

ATIONS 

RE-VA 

CCINATIONS 

Year 

Under 

1 

1 

2-4 

5-14 

15  or 
over 

Total 

Under 

1 

1 

2-4 

5-14 

15  or 
over 

Total 

1959 

2178 

1632 

225 

159 

410 

4,604 

6 

5 

76 

304 

1,206 

1,597 

1960 

2098 

2126 

423 

237 

433 

5,317 

2 

12 

68 

292 

1,344 

1,718 

1961 

2105 

2104 

447 

225 

440 

5,321 

20 

13 

88 

325 

1,299 

1,745 

1962 

1839 

3277 

2339 

8400 

15,404 

31,259 

— 

99 

689 

9380 

32,093 

42,261 

1963 

526 

1430 

34S 

389 

791 

3,484 

16 

28 

106 

557 

2,180 

2,887 

TUBERCULOSIS 

In  1963  there  were  thirty-nine  fewer  notifications,  bringing  the  total  to  a 
new  all-low  record  of  117,  of  which  eighty-eight  were  pulmonary,  and  for  the 
first  time  this  figure  has  dropped  below  a hundred.  The  following  table  shows 
the  age/sex  distribution  and  indicates  the  decline  of  tuberculosis  over  the 
past  five  years. 
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Age 

Pulmonary 

Non- 

Pulmonary 

All  forms 
T.B. 

Totals 

M. 

F. 

M. 

F. 

M. 

F. 

1963 

1962 

1961 

1960 

1959 

Under  5 

3 

1 

3 

1 

4 

2 

3 

3 

5-14 

5 

1 

— 

1 

5 

2 

7 

9 

13 

20 

15-24 

7 

7 

— 

— 

7 

7 

14 

16 

22 

18 

25-34 

1 

4 

1 

8 

2 

12 

14 

30 

24 

27 

35^ 

10 

4 

2 

2 

15 

6 

21 

24 

23 

19 

45-54 

12 

8 

3 

3 

15 

11 

26 

25 

18 

27 

55-64 

10 

4 

2 

2 

12 

6 

IS 

24 

24 

32 

654 

8 

3 

— 

2 

8 

5 

13 

25 

31 

36 

Unknown 

— 

— 

— 

— 

— 

— 

— 

1 

— 

— 

Total 

56 

32 

11 

18 

67 

50 

117 

156 

158 

182 

192 

88 

29* 

117 

* Includes  7 cases  of  T.B.  glands,  1 abdominal,  12  genito-urinary  system 

3 bones  or  joints,  and  6 others. 

The  case  figures  again  illustrate  the  fact  that  amongst  men  the  older  age 
groups  are  more  susceptible,  whilst  for  women  there  is  this  year  a peak  in  the 
child-bearing  age  of  twenty-five  to  thirty-four  years,  with  a further  peak  at 
forty-five  to  fifty-four.  This  is  somewhat  diflferent,  although  not  significantly  so 
from  previous  years’  figures. 


Details  of  occupations  of  notified  cases  are  given  in  accordance  to  the  socio- 
economic groupings  listed  by  the  Registrar  General  in  the  1961  census,  with  a 
few  additions  of  special  groups  such  as  housewives,  retired  persons,  etc. 


Detection 

As  in  the  past,  more  pulmonary  cases  were  picked  up  by  direct  referral  from 
general  practitioners  to  chest  clinics  than  in  any  other  way. 


How  Picked  Up 

Pulmonary 

Non-Pulmonary 

Total 

G.P.  to  Chest  Clinic 

33 

8 

41  i 

G.P.  to  Mass  X-ray 

1 

— 

1 

Contacts  of  known  cases 

10 

— 

10  j 

Hospitals.. 

14 

13 

27  ! 

Public  Sessions  Mass  X-ray  . . 

10 

— 

10  1 

Tests 

4 

— 

4 

No  information  available 

16 

8 

24  i 

1 

Totals 

88 

29 

117 
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Source  of  Infection 

The  difficulty  in  determining  the  source  of  infection  is  high-lighted  in  the 
following  table  even  more  spectacularly  than  in  previous  years. 


Presumed  Source  of  Infection 

Notifications 

Pulmonary 

Non-Pulmonary 

Total  ! 

Milk  



1 

Family 

6 

— 

6 

Friends  . . 

4 



4 1 

Work 

— 



Unknown  

78 

29 

107 

Totals 

88 

29 

117 

Bacteriology 

Bacteriological  investigation  was  not  undertaken,  or  results  are  not  yet  avail- 
able, in  fifty-two  cases.  In  sixteen  cases  negative  reports  were  obtained,  and 
of  the  positives  twenty-seven,  were  by  smear,  seventeen  by  culture,  two  after 
bronchial  lavage,  and  three  cases  were  from  other  specimens. 


Contacts 

Contact  tracing  had  been  completed  in  sixty-nine  cases  by  the  end  of  the  year, 
and  results  of  this  work  were  as  follows: 


Contacts  examined 

No  .of  cases  of 
T.B.  found 

r Spouse 

31 



Household  < Children  

71 

7 

Other  adults  in  same  house 

36 

— 

Total  household: 

138 

7 

Neighbours,  friends  or  relatives  not  living  in  house- 
hold 

84 

2 

Contacts  at  work,  in  school  or  elsewhere 

37 

— 
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Occupation  of  Notified  Cases 


Socio-Economic  Group  Notifications 

Non- 

Pulmonary  Pulmonary  Total 

A.  AGRICULTURAL 

1 . Farm  Workers  ..  ..  ..  ..  ..  1 — 1 

2.  Farm  employers  and  managers  ....  — — — 

3.  Own  account  — — — 


B.  NON-AGRICULTURAL 
I.  Non-Manual 

1.  Employers  and  managers  (large  firms) 

2.  Intermediate  non-manual  (including)  Super- 


visors, teachers,  etc 1 

3.  Employers  and  managers  (small  firms  under 

25)  1 

4.  Clerical  Workers  "I  Junior  . . . . 1 

5.  Shop  Assistants  j non-manual  . . . . 2 

6.  Personal  Service  . . . . . . . . 3 


A.  5.  Professional  self-employed 
6.  Professional  employers  . . 


11.  Manual 

1.  Foremen  — 

2.  Skilled  Workers  . . . . . . . . 4 

3.  Semi-skilled  ..  ..  ..  ..  ..  11 

4.  Unskilled  4 

5.  Own  account  working  (non-professional)  and 

no  employees  . . . . . . . . 1 


2 

1 

3 

1 


1 

3 

2 

2 

6 

1 


2 

2 


6 

11 

6 

1 


C,  SPECIAL  GROUP 

1.  Armed  Forces  (O.R.’s.) 

2.  Housewives 

3.  Retired  Persons  . . 

4.  Children 

5.  Institutions.. 

6.  Others 

No  information  available 


1 

— 

1 

11 

11 

22 

6 

— 

6 

11 

1 

12 

2 

— 

2 

1 

— 

1 

26 

7 

33 

Total  87  30  117 


Case  Finding 

Mass  Radiography,  Dr.  Templeton  reports  on  the  activities  of  the  Mass 
Radiography  Unit  as  follows; 

“The  Mass  X-ray  Service’s  programme  has  continued  throughout  the  county 
of  Devon  in  1963  as  in  the  previous  few  years.  The  number  of  new  cases  of 
active  pulmonary  tuberculosis  has  decreased  slightly  since  1962  (.7  per  thousand 
as  compared  with  .82  per  thousand  in  1962). 

The  highest  yield  as  before  was  from  the  general  practitioner  referral  group 
(4.8  per  thousand)  and  the  Devon  county  scheme  of  tuberculin  testing  of  school 
entrants  and  X-raying  the  close  contacts  of  the  positive  tuberculin  reactor 
children  (4.9  per  thousand  from  the  contacts  and  1.8  per  thousand  from  the 
positive  reactor  children). 

I therefore  specially  welcome  examinees  referred  by  their  general  practitioners 
and  will  continue  to  work  closely  with  the  Devon  county  health  authorities  by 
providing  as  easy  access  as  is  possible  to  the  Mass  X-ray  units  for  the  positive 
tuberculin  reactor  school  entrants  and  their  close  contacts.’’ 
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Report  on  work  carried  out  in  the  county  of  Devon  during  the  year  ended 
31st  December,  1963. 


Male 

Female 

Total 

Number  examined 

20,205 

18,309 

38,514 

Incidence  of  Disease 

A.  Pulmonary  Tuberculosis 

1.  Newly  discovered  significant  cases: 

(a)  Requiring  treatment 

Per  thous. 

.7 

27 

(b)  Requiring  observation  . . 

• • • • 

.88 

34 

2.  No  further  action 

. . 

222 

B.  Other  Conditions 

Pneumonitis 

39 

Farmers  Lung 

1 

Bronchiectasis 

28 

Bronchitis  and  emphysema 

85 

Asthma 

7 

Sarcoidosis 

17 

Pneumoconiosis 

6 

Carcinoma  of  bronchus 

18 

Other  tumours : 

Pulmonary  mestastases 

. . 

4 

Thyroid  enlargement  . . 

. . . . 

• • . 

24 

Chondroma 

• • • • 

• • • 

1 

Neurofibroma  . . 

1 

Cardiovascular  disease : 

Acquired 

76 

Congenital 

14 

Pleural  effusion  . . 

2 

Diaphragmatic  abnormality 

33 

Leukaemic  deposits 

1 

Spontaneous  pnemothorax 

1 

Cysts  of  lung 

1 

Others  of  no  significance 

112 

Age  and  sex  analysis  of  newly  discovered  significant  cases  of  pulmonary 
tuberculosis  (group  1 a above) : 

—15  15-24  25-34  35-44  45-59  60 

Male  ....  1 3 3 4 7 1 

Female  ....  1 1 2 1 3 
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Site  Analysis 


Month 

Site 

No. 

Examined 

Active 

P.T. 

January 

Torquay 

Torbay  Hospital  Staff 

101 



Teignmouth 

St.  Scholasticas  Abbey 

28 

— 

Totnes 

Staverton  Ltd. 

138 

— 

Totnes 

Dartington  Hall 

171 

— 

Marldon 

Public 

77 

— 

Exminster 

Public 

121 

— 

Ugborough 

Public 

62 

— 

Totnes 

Broomborough  Hospital 

68 

— 

Plymstock 

Associated  Portland  Cement  Co. 

35 

— 

February 

Silverton 

Reed  & Smith 

131 

Hele 

Wiggins  Teape 

184 

— 

Tiverton 

Stenners  & Heathcoats 

1142 

1 

Budleigh  Salterton 

Public 

529 

— 

Exmouth 

Appointments 

500 



March 

Teignmouth 

Appointments 

352 

Ashburton 

Appiintments 

227 

— 

Newton  Abbot 

Appointments 

655 

1 

Torquay 

Appointments  and  Public 

1972 

1 

April 

South  Brent 

Public 

158 

- - - 

Tavistock 

Appointments 

154 

— 

Modbury 

Public 

123 

— 

Torquay 

Devon  General  Bus  Co. 

126 

— 

Bere  Ferrers 

Public 

53 

— 

Bere  Alston 

Public 

211 



Yelverton 

Public 

193 



Princetown 

Public 

130 



Dawlish 

Langdon  Hospital 

86 

1 

Tedburn  St.  Mary 

Public 

86 

— 

Tavistock 

Public  and  Appointments 

1115 

— 

May 

Moretonhampstead 

Appointments  and  Public 

345 

— 

June 

Kingsteignton 

Public 

642 

Hennock 

Public 

124 

— 

Chagford 

Public  and  Appointments 

281 

— 

Haldon 

Prisoners 

29 

— 

Kingsbridge 

Appointments 

236 

— 

Elburton 

Dorey  & Lawson  Ltd. 

45 

— 

Wembury 

Plympton  & 

Public 

124 

— 

Lee  Moor 

Clay  Works 

201 

_ 

Newton  Ferrers 

Public 

158 



Okehampton 

Appointments 

180 

— 

Barnstaple 

Appointments  & Public 

3145 

3 

July 

Bridestowe 

Public 

86 

Holsworthy 

Appointments 

215 

— 

Hartland 

Public 

262 



Torrington 

Public 

606 



Torrington 

Torridge  Vale  Dairies 

310 

— 

Crediton 

Public  and  Appointments 

900 

1 

Broadclyst 

Public  and  Appointments 

240 

— 

Bideford 

Appointments 

371 

— 

Ilfracombe 

Appointments 

172 

— 

Barnstaple 

Appointments 

422 

— 

Landkey 

Public 

84 

— 

Swimbridge 

Public 

96 



South  Molton 

Public 

697 



South  Molton 

Beech  House 

87 



Bampton 

Public 

93 

— 

Bradninch 

Public 

166 

— 
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Month 

Site 

No. 

Examined 

Active 

P.T- 

August 

Silverton 

Public 

79 

Ivybridge 

Moorhaven  Hospital 

706 

1 

September 

Plympton 

R.E.M.E.,  Coypool 

65 



Newton  Abbot 

Stover  Hostel 

342 

— 

Chudleigh 

Public 

270 

— 

Honiton 

Appointments 

124 

— 

Middlemoor 

Appointments 

50 

— 

Woodbury 

Public 

160 

— 

Topsham 

Public 

525 

— 

October 

Starcross 

R.W.C.  Hospital 

1166 

7 

Ilfracombe 

Public 

582 

— 

November 

Tiverton 

Public 

173 

1 

Tiverton 

East  Devon  Teclmical  College 

270 

— 

Tiverton 

Public  and  Appointments 

1109 

1 

Totnes 

Public  and  Appointments 

1170 

1 

Dartmouth 

Public  and  Appointments 

111 

— 

Brixham 

Appointments 

171 

— 

Churston  Ferrers 

Grammar  School 

163 

— 

Paignton 

Appointments 

401 

— 

Torquay 

South  Devon  Technical  College 

747 

— 

Newton  Abbot 

Seale  Hayne  Agricultural  College 

137 

— 

CuUompton 

Appointments 

92 

— 

UfFculme 

Public 

347 

— 

Culmstock 

Public 

101 

— 

December 

Hemyock 

Pubhc 

181 

Hemyock 

United  Dairies 

56 

— 

Honiton 

County  Secondary  School 

217 

1 

Honiton 

Appointments 

169 

1 

Axminster 

Appointments 

397 

— 

Colyton 

Appointments  and  Public 

319 

— 

Sidmouth 

Appointments 

151 

1 

Paignton 

Standard  Telephones  & Cables 

1635 

— 

Stoke  Canon 

Tremlett  & Co. 

Devon  Residents  X-rayed  at 
other  sites 

Total 

64 

7220 

38,514 

5 

27 
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Group'Analysis — Devon  Residents 


No. 

examined 

Tuberculosis 

requiring 

treatment 

Incidence 
per  1,000 
examinees 

Service  Personnel  

368 



. 

G.P.  Referrals  

416 

2 

4-8 

School  children 

3588 

— 

Tuberculin  positive  reactors  . . 

1104 

2 

1-8 

Contacts  Groups  

201 

1 

4-9 

Industrial  Surveys 

201 

— 

— 

Contacts  of  tuberculin  positive  reactors 

700 

— 

— 

Small  firms  and  appointments 

4120 

1 

4-1  I 

Large  firms 

5798 

2 

0-3  1 

Students  

1152 

— 

— 

Hospital  staff 

1247 

— 

— 

School  staff 

1592 

2 

1-3 

Prisons,  Hostels  and  Homes  for  the  aged  . . 

469 

— 

— 

Public  . . 

15363 

9 

0-6 

Ante-Natal  patients 

127 

— 

— 

Mental  patients  

1722 

7 

2-5 

Mental  hospital  staff  

316 

1 

31 

Total  

38,514 

27 

0-7 

Heaf  Testing 

This  is  the  second  year  of  an  investigation  at  the  request  of  the  Ministry  of 
Education  into  the  returns  of  natural  tubercuhn  conversion  at  various  ages  in 
school  children,  with  the  purpose  of  observing  whether  a pattern  emerges 
showing  the  most  susceptible  ages.  The  routine  Heaf  testing  scheme,  which 
has  been  conducted  in  the  Tiverton  area,  includes  all  of  the  twelve-year-old 
children  in  the  county  secondary  and  grammar  schools,  so  that  in  effect  all 
children  between  five  and  twelve  years  of  age  will  be  tested. 


Report  on  Heap  Testing  Scheme  from  1st  September,  1962,  to  31st  August, 

1963 


Primary 

Conversions 

Total 

TOTAL 

1961/2 

1962/3 

1961/2 

1962/3 

1961/2 

1962/3 

1961/3 

Found  Positive 

119 

196 

374 

344 

493 

540 

1,033 

Positive  Children  X-rayed 

95 

161 

372 

228 

467 

389 

856 

Contacts  X-rayed  (Adults) 

155 

295 

512 

402 

667 

697 

1,364 

(Children) 

30 

42 

75 

51 

105 

93 

198 

Cases  picked  up — 

Positive  Children  . . 

1 

2 

1 

1 

2 

3 

5 

Adult  Contacts 

2 

_ 

4 

3 

6 

3 

9 

Child  Contacts 

1 

1 

2 

1 

3 

4 

No.  of  schools  tested 

No.  of  children  tested  (all  ages) 

354 

34,850 

311 

29,858 

665 

64,708 
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Treatment 


Chest  Clinics.  The  work  of  the  four  chest  clinics  is  summarised  in  the  table 
below: 


Torquay 

Barnstaple 

Exeter 

Plymouth 

Total 

Patients  on  Register  1.1.63 

1,106 

540 

1,268 

355 

3,269 

New  Notifications: 

(a)  respiratory 

35 

21 

25 

10 

91 

(b)  non-respiratory  . . 

7 

2 

11 

6 

26 

Deaths 

36 

6 

38 

10 

90 

Patients  on  Register  31.12.63 

945 

512 

1,327 

352 

3,136 

First  examination  of  suspects 

1,134 

100 

1,003 

1,275 

3,512 

Cases  of  T.B.  found . . 

46 

3 

28 

8 

85 

Contacts  examined  . . 

405 

187 

213 

338 

1,093 

Cases  of  T.B.  found  in  contacts 

5 

7 

1 

1 

14 

Contacts  vaccinated  with 
B.C.G 

136 

89 

127 

99 

451 

Dr.  Wyndham  Lloyd  (Torquay)  comments  that  for  the  first  time  the  total 
number  of  cases  on  the  register  had  fallen  to  below  four  figures  by  the  end  of 
the  year. 


Torquay 

Clinic 

No.  of  Deaths 
from  active 

Mean  Age 
at  Death 

Mean 

duration 

Year 

New 

Cases 

Deaths 

tuberculosis 

(years) 

of  illness 
(years) 

1952 

154 

45 

40  (89%) 

51 

6-5 

1963 

51 

36 

8 (22%) 

64 

13-4 

In  Dr.  Lloyd’s  analysis  of  1963  figures  as  compared  with  1952  he  comments 

that  there  are  three  outstanding  points. 

(1)  In  1952  the  number  of  those  dying  from  active  tuberculosis  was  forty  out 
of  a total  of  forty-five  deaths  (i.e.  89%)  whereas  in  1963,  of  thirty-six 
patients  dying  only  eight  still  had  active  disease  (i.e.  22%).  The  rest  died 
either  from  some  super-added  respiratory  infection  or  from  heart  disease 
(both  made  more  lethal  by  the  old  damage  from  long-healed  tuberculosis), 
or  from  some  unrelated  cause. 

(2)  The  average  age  of  death  of  these  pateients  has  risen  in  eleven  years  from 
fifty-one  to  sixty-four  years. 

(3)  The  average  duration  of  the  illness — as  measured  by  the  interval  between 
diagnosis  and  death — has  risen  from  6.5  to  13.4  years.  These  last  two  points 
unquestionably  reflect  the  life-prolonging  properties  of  modern  drug 
treatment,  with  the  result  that  the  average  age  of  death  from  tuberculosis 
is  fast  approaching  the  normal  expectation  of  life. 
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That  there  is  no  room  for  complacency  is  shown  by  the  advanced  cases  still 
being  found  year  by  year.  These  are  mainly  middle-aged  and  elderly  men, 
and  it  is  among  such  as  yet  undiscovered  cases  that  the  chief  source  of  tuberculosis 
now  lies. 

In  this  connexion  the  Heaf  testing  of  children  as  a pointer  to  the  unknown 
cases  has  once  more  proved  of  outstanding  worth.  Two  examples  are  of 
interest:  (i)  a helper  in  a play  centre  for  toddlers  was  found  to  have  open 
tuberculosis;  fifty-three  children  attending  the  centre  were  Heaf  tested,  only  one 
was  positive,  and  it  was  from  this  result  that  we  picked  up  an  unknown  case  of 
tuberculosis  in  the  boy’s  own  home;  (ii)  through  one  strongly  positive  Heaf 
test  in  a primary  school  we  found  five  cases  of  primary  tuberculosis  in  children 
of  school  age,  as  well  as  the  adult  source  case  from  which  these  infections  were 
incurred. 

In  co-operation  with  the  school  medical  service  in  Torquay  it  was  arranged 
that  all  candidates  for  B.C.G.  who  were  doubtfully  positive  to  the  Heaf  test 
should  be  Mantoux  tested  via  the  chest  clinic.  In  this  way  a number  were 
found  tubercuhn  negative  and  so  were  able  to  have  the  B.C.G.  protection 
which  they  would  otherwise  have  missed. 

Dr.  Solomon  reports  in  this  connexion  that  B.C.G.  consent  forms  were 
returned  for  254  children  and  of  the  246  Heaf  tested,  173  were  heaf-negative 
and  given  B.C.G.  while  seventy-three  were  Heaf-positive,  according  to  the 
standards  laid  down  in  the  Ministry  of  Health’s  pamphlet. 

The  positives  were  graded  as  follows : 

la  lb  2 3 4 

36  17  4 13  3 

Grade  1 was  subdivided  into  la — four  to  six  definite  papulas,  and  lb — six 
definite  papulas  but  not  quite  a ring.  Dr.  Lloyd,  the  chest  physician,  confirmed 
these  thirty-six  grade  la  as  positive  and  retested  them  with  Mantoux  1/100. 
This  resulted  in  twelve  being  negative  to  Mantoux  1/100,  and  they  were  given 
B.C.G.  If  the  Heaf  test  had  been  read  as  per  published  standards  these  pupils 
would  not  have  received  B.C.G.  The  total  figure  for  the  whole  of  Torquay 
(including  two  other  medical  officers’  areas)  in  Heaf  positive  group  la  was 
sixty-nine  of  whom  thirty-two  turned  out  to  be  Mantoux  negative. 
Dr.  Solomon  comments  “This  investigation  which  has  produced  similar 
figures  for  several  years  now,  suggests  that  the  standards  for  reading  Heaf 
tests  should  be  reviewed,  or  else  that  B.C.G.  should  be  given  to  all  grade  1 
Heaf  positive  children.” 


Hospital  Treatment 

In  his  annual  report  Dr.  Midgley  emphasises  the  changes  that  continued 
in  1963.  “On  the  Mst  March,  Hawley  Hospital,  Barnstaple  was  closed  after 
forty-three  years’  continuous  service  as  the  tuberculosis  hospitalfor  North 
Devon.  Diminishing  demand  made  a separate  tuberculosis  hospita  lin  North 
Devon  unnecessary,  and  such  patients  as  require  hospital  care  are  now  admitted 
to  the  Exeter  Isolation  Hospital. 

On  1st  April  the  Exeter  and  Mid-Devon  Hospital  Management  Committee 
became  responsible  for  the  Exeter  Isolation  Hospital,  Honeylands  Hospital 
for  Children,  and  Hawkmoor  Chest  Hospital,  on  account  of  the  winding  up  of 
the  Exeter  Special  Hospital  Management  Committee.  As  a result  of  the  closure 
of  Hawley  Hospital  the  bed  complement  was  reduced  by  twenty-two.”  (It  is 
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interesting  to  note  that  Hawley  will  continue  in  the  Health  Service  as  a Devon 
County  Council  hostel  for  mentally  subnormal  adults,  and  in  the  grounds  will 
be  built  a new  workshop  for  handicapped  adults.) 

“Of  the  1,071  patients  admitted  to  chest  hospitals,  178  were  suffering  from 
tuberculosis,  253  from  cancer  and  640  from  other  diseases.  Four  hundred  and 
thirteen  patients  were  admitted  to  the  Hawkmoor  surgical  unit.  For  the  first 
time  since  these  records  were  compiled  the  number  of  patients  suffering  from 
cancer  exceeded  the  number  suffering  from  tuberculosis.  Emphysema  and 
bronchitis  accounted  for  144  admissions.  The  proportion  of  elderly  patients 
continued  to  increase,  26.8%  of  those  admitted  were  more  than  sixty-five 
years  of  age.  Some  of  these  patients  also  had  other  conditions  usually  associated 
with  old  age,  and  they  made  very  heavy  nursing.  The  number  of  deaths  was 
eighty,  of  whom  forty-seven  died  from  cancer.” 
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PART  IV 

LOCAL  HEALTH  SERVICES 

Care  of  Mothers  and  Young  Children 
Midwifery 
Home  Nursing 
Health  Visiting 
Home  Help  Service 
Health  Education 
Ambulance 
Adult  Health 
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MATERNAL  HEALTH  AND  NURSING 


Maternity  Services 

There  have  been  many  changes  in  the  maternity  services  since  the  introduction 
of  the  National  Health  Service  in  1948,  at  which  time  Devon  County  Council 
took  over  the  administration  and  staff  of  the  domiciliary  service  from  the  Devon- 
shire Nursing  Association.  The  County  Council  continued  the  progressive 
outlook  of  the  D.N.A.  and  soon  all  midwives  were  trained  in  the  giving  of 
analgesia  and  the  attending  of  refresher  courses  to  keep  them  up  to  date  in 
their  practice.  All  were  encouraged  to  become  car  drivers,  and  telephones  were 
supplied  to  improve  working  facilities.  Today  the  idea  of  a domiciliary  midwife 
without  car  or  ’phone  is  unthinkable. 

The  work  has  changed  somewhat  in  the  course  of  the  years  in  that  deliveries 
at  home  are  only  two-thirds  of  the  1948  figures,  but  much  more  time  is  devoted 
to  the  education  of  the  expectant  mother. 

In  the  county  8,114  live  births  were  notified  during  the  year  (as  adjusted 
from  transfer  in  and  out). 

Domiciliary  . . . . . . 2,492 

Institutional  . . . . . . 5,622 


8,114 


Yet  again  there  has  been  a considerable  rise  in  the  recorded  number  of  births, 
there  being  an  increase  of  420  on  the  corresponding  figure  for  1962.  Hospital 
confinements  have  increased  but  there  has  been  a small  decrease  m home 
confinements.  This  does  not  result  in  there  being  less  work  for  the  domiciliary 
midwives  as  there  has  been  an  associated  rise  in  the  number  of  discharges  from 
hospital  before  the  tenth  day.  This  increase  has  been  of  the  order  of  50  %,  the 
new  total  being  1,513.  In  part  the  higher  figure  is  a result  of  the  planned  two- 
day-stay  cases  in  the  maternity  homes.  Though  many  of  us  are  not  happy  with 
these  early  discharges  it  is  only  fair  to  state  that  there  has  been  no  apparent 
disadvantage  either  to  the  mothers  or  their  babies  in  the  booked  short-stay 
cases.  There  is  greater  concern  in  regard  to  those  patients  who,  in  increasing 
numbers,  take  their  own  discharge  at  an  early  stage  in  the  puerperium,  returning 
in  some  cases  to  homes  that  are  not  prepared  for  the  newly  delivered  woman 
and  her  baby. 


Ante-Natal  Clinics 

In  1948  there  were  nine  county  clinics  staffed  by  medical  officers  and  midwives. 
As  general  practitioners  rapidly  took  an  increasing  interest  in  the  care  of  the 
expectant  mother,  the  medical  sessions  ceased  and  were  succeded  generally  by 
the  health  education  and  relaxation  sessions  conducted  by  the  midwives  and 
health  visitors. 

There  are  now  thirty  clinics  in  which  the  district  midwives  and  health  visitors 
together  give  courses  on  health  education,  exercise  and  relaxation.  About  30% 
of  the  expectant  mothers  in  the  county  attend  these  classes,  most  of  these 
expecting  their  first  baby.  Two  thousand  four  hundred  and  seventy-five 
women  made  a total  of  9,854  attendances. 
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It  is  felt  that  the  mothers  at  present  attending  are  enthusiastic  and  appreciate 
the  service,  but  there  is  obviously  room  for  improvement  in  the  attendance 
figures,  particularly  with  those  expecting  their  second  and  subsequent  babies. 
In  the  busier  centres  staff  are  having  difficulty  in  finding  time  to  duplicate  the 
sessions  to  meet  the  demand.  Health  education  sessions  are  more  time  consum- 
ing than  physical  examinations  as  there  is  a considerable  amount  of  preparation 
of  talks  and  visual  aids  before  each  session. 

The  district  midwife  will  always  advise  on  the  availability  of  an  ante-natal 
clinic,  and  if,  in  a rural  area,  one  is  not  near,  she  will  give  health  education 
individually  in  the  patients’  home,  whether  booked  for  home  or  hospital  delivery. 

We  had  hoped  to  expand  these  services  and  for  the  deputy  nursing  super- 
intendent to  undertake  the  planning  and  expansion  of  such  classes,  but  with 
such  a large  number  of  staff  to  supervise,  she  has  not  had  the  time  to  undertake 
any  new  projects  or  additional  duties. 


Dental  Care  of  Expectant  and  Nursing  Mothers  and  Young  Children 

The  following  table  gives  details  of  patients  and  items  of  treatment  given 
under  the  maternity  and  child  welfare  scheme.  As  for  some  time  past,  the 
number  of  mothers  presenting  for  treatment  declined,  while  the  number  of 
pre-school  children  remained  about  the  same.  These  children  showed,  compared 
with  the  previous  year,  a decrease  of  50  % in  the  number  of  teeth  extracted  and 
and  increase  of  20  % in  the  number  of  teeth  filled,  a gratifying  indication  of  an 
improving  attitude  towards  the  importance  of  temporary  teeth. 


A.  Number  provided  with  dental  care. 


Expectant 
and  Nursing 

Pre-School 

Mothers 

Children 

Examined 

185 

557 

Treatment  commenced  . . 

167 

355 

Treatment  completed 

92 

278 

Forms  of  treatment  provided 

Expectant 
and  Nursing 

Pre-School 

Mothers 

Children 

Scaling  and  gum  treatment 

85 

58 

Fillings 

167 

483 

AgNOg  treatment 

7 

46 

Crowns  or  inlays . . 

— 

— 

Extractions 

276 

147 

General  anaesthetics 

22 

75 

Dentures : 

Full  upper  or  lower  . . 

31 

_ 

Partial  upper  or  lower 

22 

— 

Radiographs 

14 

7 
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Family  Planning 

No  new  centres  have  been  opened  in  the  year,  though  the  Exeter  and  District 
Women’s  Welfare  Association  have  started  evening  sessions  at  Barnstaple, 
which  have  been  greatly  appreciated  by  the  women  attending.  It  is  to  be  assumed 
that  with  earlier  marriage  advice  will  be  sought  more  frequently  in  the  coming 
years. 

The  health  visitors  are  able  to  inform  married  women  of  the  times  of  the 
sessions  at  the  nearest  available  centre. 

Grants  provided  in  respect  of  patients  requiring  contraceptive  advice  on 
medical  grounds,  continue  to  be  paid  to  all  the  branches  with  the  exception  of 
Torbay  and  Plympton,  where  clinic  premises  are  used  without  charge  in  lieu  of 
a grant. 

Full  use  continued  to  be  made  of  the  facihties  available. 


New  Cases 

Continuation  Cases 

Exeter  Women’s  Welfare 

139 

697 

Plymouth  District: 

St.  Budeaux 

18 

44 

Plympton 

173 

208 

Plymouth  City 

108 

496 

Torbay: 

Paignton 

9 

30 

Dartmouth 

6 

5 

Launceston 

33 

62 

Cervical  Cytology 

It  is  pleasing  to  be  able  to  record  that  a start  has  been  made  by  the  Plymouth 
District  Family  Planning  Association  at  the  Plympton  sub-clinic  in  the  early 
detection  of  cervical  cancers.  It  is  hoped  that  in  the  near  future,  as  more 
doctors  and  technicians  are  trained  in  the  necessary  procedures,  there  will  be 
a great  expansion  in  this  cytological  investigation.  This  may  well  be  a field  for 
close  co-operation  between  the  Regional  Hospital  Board,  local  health  authorities 
and  general  practitioners. 


Care  of  Unmarried  Mothers  and  their  Children 

The  527  illegitimate  births  are  an  increase  of  fifty-six  on  the  figures  for  the 
previous  year,  and  the  rate  of  illegitimate  live  births  per  cent,  of  total  live  births 
also  shows  an  increase  of  0.46.  Comparison  of  illegitimate  births  with  those  in 
1962  shows  an  increase  of  7.6  per  cent.  This  rate  of  increase  is  very  similar  to 
that  occurring  in  1962  when  compared  with  1961. 

The  social  agencies  are  facing  considerably  increased  work,  especially  in 
the  care  of  the  very  young  expectant  mother. 

During  the  year  there  were  two  conceptions  under  the  age  of  fifteen  and  twelve 
under  sixteen  years. 

No  social  workers  are  directly  employed  by  the  county  council  for  this 
purpose  but  an  annual  grant  is  paid  to  the  Exeter  Diocesan  Council  for  Family 
and  Social  Welfare  towards  the  cost  of  the  work  carried  out  by  its  workers. 
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During  the  year  the  Council  was  concerned  with  430  cases.  A hundred  and 
thirty-six  of  these  were  referred  by  the  health  department.  The  number  of 
cases  admitted  to  mother  and  baby  homes  increased  by  fourteen  to  eighty-six. 
Twenty-eight  of  these  were  admitted  to  St.  Nicholas  House,  Exeter,  where 
five  places  are  reserved  for  Devon  girls.  In  addition,  the  county  council 
accepted  partial  financial  responsibility  in  respect  of  the  maintenance  of  fifty- 
eight  girls  in  homes  as  follows : 


St.  Olave’s  Home,  Exeter 

21 

Southview,  Plymouth 

31 

Mayflower  Home,  Plymouth  . . 

2 

Homes  outside  Devon 

4 
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Births 

Registered  live  births  numbered  8,099  compared  with  7,786  in  the  previous 
year  and  an  annual  average  of  7,279  in  the  quinquennium  1958-1962.  The 
corresponding  crude  birth  rates  were  14.9,  14.5  and  13.8  respectively.  Apart 
from  a slight  recession  in  1958  the  rate  has  increased  progressively  since  1955. 
Except  also  in  1958  each  year  has  seen  an  absolute  increase  in  the  number  of 
births.  The  same  changes  are  evidenced  when  the  figures  for  the  urban  and 
rural  districts  are  analysed.  It  would  appear  that  further  rises  may  yet  be 
anticipated. 

The  live  birth  rates  for  the  past  nine  years  adjusted  by  the  factors  applicable 
for  the  aggregates  of  boroughs  and  urban  districts,  rural  districts,  the  adminis- 
trative county,  also  the  national  rates,  are  given  below: 


Boroughs  and 
Urban  Districts 

Rural 

Districts 

Administrative 

County 

England  and 
Wales 

1955 

13.3 

15.4| 

14.3 

15.0 

1956 

13.7 

15.9 

14.8 

15.7 

1957 

14.0 

16.6 

15.2 

16.1 

1958 

13.7 

16.7 

15.1 

16.4 

1959 

14.2 

16.8 

15.4 

16.5 

1960 

14.2 

16.9 

15.5 

17.1  1 

1961 

14.5 

17.0 

15.1 

17.4 

, 1962 

14.8 

17.8 

16.1 

18.0 

1963 

17.4 

18.3 

17.9 

18.2 

Infant  Deaths 

Loss  in  the  first  month  of  life  is  described  in  the  appropriate  sections.  Of 
the  total  loss  of  152  only  forty-two  were  children  who  survived  the  first  month 
of  life.  Of  these,  six  children  suffered  from  congenital  abnormal  heart  conditions, 
and  four  others  had  major  congenital  abnormalities.  Fourteen  died  of  an  acute 
respiratory  infection  and  eight  through  inhalation  of  vomitted  stomach 
contents.  Miscellaneous  conditions  accounted  for  the  remaining  loss. 


51 


Infant  Welfare  Services 


The  vital  statistics  for  1963,  set  out  in  the  form  requested  by  the  Minister 
of  Health  are : 


Administrative 


County 

Live  Births; 

Number 8,099 

Rate  per  1,000  population 17.9 

Illegitimate  live  births  (527)  per  cent  of  total  live 

births  . . . . . . . . . . . . 6.51 

Stillbirths ; 

Number  . . . . . . . . . . . . 139 

Rate  per  1,000  total  live  and  still  births  . . 16.9 

Total  live  and  still  births  . . . . . . 8,238 

Infant  deaths  (deaths  under  one  year)  . . . . 152 

Infant  Mortality  Rates: 

Total  infant  deaths  per  1,000  live  births  . . 18.77 

Legitimate  infant  deaths  (136)  per  1,000 
legitimate  live  births  . . . . . . 17.96 

Illegitimate  infant  deaths  (16)  per  1,000 

illegitimate  live  births  . . . . . . 30.36 

Neo-natal  Mortality  Rate  (deaths  under  four 

weeks  (110)  per  1,000  total  live  births)  . . 13.58 

Early  Neo-natal  Mortality  Rate  (death  under 
one  week  (96)  per  1,000  total  live  births)  . . 1 1.85 

Perinatal  Mortality  Rate  (stillbirths  and  deaths 
under  one  week  combined  (235)  per  1,000 
total  live  and  stillbirths)  . . . . . . 28.53 

Maternal  Mortality  (including  abortion) : 

Number  of  deaths  . . . . . . . . 2 

Rate  per  1,000  total  live  and  stillbirths  . . 0.24 


England 
and  Wales 

18.2 


17.3 

20.9 


15.1 

(1962) 


Stillbirths 

A hundred  and  thirty-eight  stillbirths  were  notified  in  the  county  during  the 
year  (as  adjusted  for  transfers  in  and  out). 

Domiciliary  12  including  6 premature  stillbirths 

Institutional  126  including  78  premature  stillbirths 

Total  138  84 


It  is  regrettable  to  have  to  record  a marked  increase  in  the  number  of  still- 
births— a rise  out  of  proportion  to  the  increased  number  of  births.  It  is  also 
disturbing  to  note  that  this  rise  is  markedly  concerned  with  premature  labour 
of  the  mothers. 


The  following  table  shows  comparative  stillbirth  rates  for  the  county  and 
England  and  Wales  over  the  years: 


1953 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

Devon 
England  & 

22-5 

21-4 

22-9 

22-7 

21-6 

21-3 

17-9 

190 

16-9 

150 

17-2 

Wales 

22-5 

23-5 

23-2 

22-9 

22-5 

21-6 

21-0 

19-8 

191 

181 

17-3 
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Neo-natal  Deaths 

Neo-natal  death  rate  also  shows  an  increase,  reversing  the  improvement  that 
had  been  noted  in  1961  and  1962.  Of  the  number  who  died  fifty-three  were 
premature,  the  greater  proportion  being  of  a very  low  birth  weight. 

The  following  table  shows  comparative  figures  for  the  county  and  England  and 
Wales  from  1959: 


1959 

1960 

1961 

1962 

1963 

Devon 

13-8 

14-3 

11-0 

11-6 

13-6 

England  and  Wales. . 

15-8 

15-6 

15-5 

15-1 

Early  Neo-natal  (1st  week)  Deaths 

These  number  ninety-six,  of  whom  no  less  than  fifty-two  were  premature. 

The  following  table  shows  comparative  rates  for  the  county  and  England  and 
Wales  from  1959: 


1959 

1960 

1961 

1962 

1963 

Devon 

12-8 

13-2 

9-6 

9-5 

11-9 

England  and  Wales. . 

15-2 

131 

13-1 

12-7 

— 

Perinatal  Mortality 

The  term  perinatal  mortality  describes  the  combination  of  stillbirths  and 
deaths  in  the  first  week  of  life  which  provides  an  indication  of  the  loss  of  infant 
life  due  to  conditions  associated  with  pregnancy  and  events  during  labour  and 
delivery. 

The  following  table  shows  comparative  rates  for  the  county  and  England  and 
Wales  from  1959: 


1959 

1960 

1961 

1962 

1963 

Devon 

30-5 

320 

26-3 

24-4 

28-5 

England  and  Wales . . 

34-2 

32-9 

32-2 

30-8 

— 

While  the  figure  for  Devon  is  still  below  that  of  England  and  Wales  for  1962 
there  is  a steep  and  most  unwelcome  rise.  One  must  emphasise  the  great 
importance  of  promoting  the  best  ante-natal  care  from  early  pregnancy  with  the 
object  of  reducing  the  incidence  of  premature  confinement  with  its  special 
danger  of  loss  of  child  life. 

Premature  Births 

Premature  live  births  totalled  459,  a rate  of  5.6  per  cent.  Four  hundred  and 
six  of  these  survived  the  first  twenty-eight  days  of  life,  a survival  rate  of  slightly 
better  than  in  1962. 
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One  regrets  having  to  record  that  the  proportion  of  premature  stillbirths 
shows  an  increase  on  that  of  1962.  While  it  is  regrettable  that  there  is  again 
an  increase,  Devon  is  still  somewhat  below  the  average  for  the  country  as  a 
whole. 

The  following  table  shows  the  birth  weight,  place  of  birth  and  number  of 
premature  babies  surviving  in  each  group  at  the  end  of  twenty-eight  days. 
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Premature  live  births — ^Total  notified  459 


I 


Premature 

Stillbirths 

1 

C 

giuoq 

Suisjnu  B ^ 

UI  ao  aiuoq  jB 

CM 

- 

1 

- 

1 

NO 

m 

jBjidsoq  UI  g 

CO 

Cvi 

(N 

o 

(N 

00 

o 

B 

o 

an 

.S 

u 

P 

a 

.s 

Ui 

Transferred  to  hospital 
on  or  before 

28th  day 

83 

japun  puB  /,  UI  — 

1 

1 

1 

1 

1 

1 

Died 

sXbp  i CT 

japun  puB  I ui  C- 

1 

- 

1 

- 

- 

m 

qjqq  JO  g, 

sjnoq  pz  uiqjiM  ^ 

1 

CO 

1 

1 

1 

CO 

sqjJiq  iBjoi  g: 

- 

CO 

CO 
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(U 

6 

o 

s 

O 

n 

Nursed,  entirely  at 
home  or  in  a 
nursing  home 

83 

japun  puB  z,  ui  ^ 

1 

1 

1 

1 

1 

1 

Died 

S/Cbp  l p 

japun  puB  1 UI 

1 

1 

1 

1 

1 

1 
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Sinoq  PZ  uiqjiM  ^ 
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1 

1 

CN 
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NO 

NO 

*a 
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O 
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1 

1 

1 

1 

Died 

■ 

S/CBp  z,  ^ 
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CO 

- 

<s 

0\ 

.s 

d 

u 

O 

MUiq  JO  p 

sjnoq  PZ  uiqjiM  ^ 
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NO 

- 

VN 

CO 

n 

1 

sqjjiq  iBjox  S 

Os 

o 

CO 

o 

NO 

(N 

ON 

o 

00 

00 

CO 

Weight  at  birth 

i 

1.  2 lb.  3 oz.  or  less 

2.  Over  2 lb.  3 oz.  up  to  and 

1 including  3 lb.  4 oz. 

3.  Over  3 lb.  4 oz.  up  to  and 
including  4 lb.  6 oz. 

4.  Over  4 lb.  6 oz.  up  to  and 
including  4 lb.  15  oz. 

5.  Over  4 lb.  15  oz.  up  to  and 
including  5 lb.  8 oz. 

I 6.  Total 
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Child  Welfare  Centres 

There  are  now  eighty  child  welfare  centres  operating  in  the  county,  one  new 
centre  having  been  established  and  two  centres  closed  because  of  small  atten- 
dances during  the  year. 

No.  purpose  built  . . . . . . . . 7 

No.  adapted  and  in  full-time  use  . . . . 13 

No.  used  on  sessional  basis  60 

Mothers  continue  to  make  full  use  of  the  facilities  available  and  12,957 
children  were  brought  a total  of  88,216  times.  There  was  a fall  in  attendances  in 
the  first  six  months,  undoubtedly  due  to  extremely  adverse  weather  conditions 
at  the  beginning  of  the  year,  when  some  centres  were  unable  to  operate  on  some 
days. 

Number  of  children  Year  of  Number  of  attendances 


attending  birth  made 

4,636  1963  59,100 

3,912  1962  14,068 

4,409  1958-1961  15,048 


12,957  88,216 


The  following  comments  have  been  made  by  assistant  county  medical  officers: 

Dr.  Browning  states  “The  toddlers  clinic  is  now  well  used.  Each  child  is 
allotted  fifteen  minutes,  by  appointment,  for  assessment  of  its  developmental 
progress,  full  clinical  examination  and  triple  booster  injection  when  necessary. 
Out  of  109  toddlers  seen  in  the  six  months  ending  31st  December,  1963,  eight 
had  significant  defects,  viz: — 


Congenital  heart  disease  . . . . . . . . 1 

Undescended  testicles  . . . . . . . . 1 

Nocturnal  enuresis  beyond  three  years  . . . . 1 

Encopresis  and  enuresis  . . . . . . . . 1 

Emotionally  disturbed  . . . . . . . . 1 

Emotionally  disturbed  and  mentally  retarded  . . 2 

Foot  defect  . . . . . . . . . . 1 


Many  parents  come  to  this  clinic  in  a sceptical  frame  of  mind  but  leave 
very  pleased  that  they  took  the  trouble  to  come.” 

Dr.  Epstein  states  “It  is  very  interesting  to  note  that  I am  now  finding  my 
own  child  welfare  notes  in  the  envelopes  of  girls  entering  the  Grammar  School. 
As  I always  make  detailed  clinical  notes  they  are  now  a great  source  of  infor- 
mation and  help — also  the  mothers  are  very  enthusiastic  about  the  continuity 
of  contact  and  interest  in  their  child.  In  my  opinion  the  most  useful  work  is 
done  in  medicine  with  continuity — it  is  advisable  for  the  same  medical  officer  to 
attend  the  child  as  an  infant  and  if  possible  throughout  the  child’s  school  life; 
this  is  the  ideal  condition  and  I realise  not  always  possible — the  continuous 
contact  with  the  mother  gives  her  confidence  and  in  return  the  co-operation 
is  very  high  indeed — establish  the  contact  between  the  mother  and  doctor  and 
then  try  to  follow  it  through.” 

“Are  we  encouraging  the  wrong  diet?  Do  we  initially  start  these  children  off 
in  life  encouraging  them  to  acquire  a taste  for  sweet  food.  Often  at  the  very 
first  visit  to  the  clinic  infants  are  off  the  breast — so  we  advise  a powdered  milk 
or  cow’s  milk  plus  sugar — the  idea  is  to  make  these  milks  as  near  breast  milk  as 
possible — so  we  sweeten  it  and  thus  make  it  richer  in  carbohydrate — the  result 
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fatter  infants  with  a taste  for  sweet  food;  leave  out  the  sugar — the  baby  may  be 
less  fat  and  not  be  introduced  to  sweet  taste. 

Our  next  step  we  introduce  mixed  feeding — most  nurses  and  doctors  introduce 
carbohydrate  first  in  the  form  of  cereals—instead  of  starting  with  protein  soup, 
egg  yolk,  meat  juice — often  once  a child  has  got  used  to  sweet  milk,  sweet 
cereal,  it  is  reluctant  to  take  to  savouries  and  protein  food  takes  second  place  to 
carbohydrates — it  would  be  more  logical  to  introduce  protein  first  and  when  a 
child  is  taking  soup,  egg,  meat  juice,  etc.  well  then  give  the  carbohydrates — 
give  protein  with  its  natural  minerals  and  the  carbohydrate  will  look  after 
itself  all  too  soon.  By  six  months  we  have  a baby  who  loves  cereal  and  sweet 
milk  and  has  it  at  least  twice  daily  and  has  established  a craving  for  sweet 
food — which  lasts  for  the  rest  of  its  life.  Sometimes  the  baby  rejects  soup, 
fish  and  egg  and  is  even  given  sweet  cereal  and  sweetened  milk  three  times  a 
day. 

The  teeth  are  now  coming  through  the  gums— it  is  a well  established  fact  that 
carbohydrate  is  one  of  the  greatest  causes  of  dental  decay.  So  when  the  teeth  are 
coming  through  the  gums  they  are  surrounded  by  fermentation.  To  make  things 
worse  we  tell  mothers  to  give  Vitamin  C in  the  form  of  sweetened  orange  juice, 
rosehip  syrup,  etc.  It  has  been  proved  again  and  again  that  syrup  is  the  worst 
offender  in  dental  decay — now  we  have  a baby  on  carbohydrate  meals  and 
make  sure  saliva  never  can  get  a chance  to  clean  the  teeth  naturally.  We  give 
rosehip  syrup  or  sweet  orange  juice  in  between  meals — the  mouth  is  never  free 
of  fermentation.  Of  course  there  is  not  time  to  give  plain  boiled  water — which 
would  wash  out  the  mouth ! The  mothers  seem  to  give  rosehip  syrup  in  dormer 
feeders  which  stay  in  the  mouth  all  times  of  day  and  night.  If  we  must  give  rosehip 
syrup,  etc.  let  us  instruct  the  mother  to  give  it  by  spoon  followed  by  boiled 
water. 

I realise  scurvy  is  always  a potential  danger.  I have  seen  two  cases;  one  at 
a child  welfare  centre — a baby  who  had  infantile  eczema  and  had  been  taken 
off  rosehip  and  orange  juice  without  ascorbic  acid  tablets  being  prescribed. 

We  give  oral  polio  on  sugar  lumps  to  children  who  never  have  had  sugar  or  in 
syrup — when  it  is  just  as  easy  to  place  three  drops  of  polio  on  the  tongue, 
often  easier  as  I have  seen  numerous  children  spit  out  sugar.  We  even  add  insult 
to  injury  by  offering  chocolate  drops  to  toddlers  after  injections  and  sweets  to 
schoolchildren. 

We  produce  the  children  with  an  acquired  taste  for  sweet  food — if  a child  has 
no  added  sweetening  in  food  it  does  not  acquire  a taste  for  sweets,  cakes,  etc. 
V/e  have  control  over  that  child  until  it  goes  to  school — there  is  no  need  to 
introduce  it  to  chocolates,  sweets,  cakes,  rusks,  etc. — far  better  give  good 
protein  meals  plus  fruit”. 

Dr.  June  MacTaggart  states  “The  maternity  and  child  welfare  clinics  at 
Brixham  have  been  very  busy  since  the  openings  of  the  new  clinic  premises  in 
July,  1960. 

For  some  time  it  has  been  realised  that  the  toddlers  and  the  older  pre-school 
children  were  seldom  seen  by  the  doctor  at  these  busy  clinics.  It  was,  therefore, 
decided  in  October,  1963,  to  hold  a clinic  for  these  older  children  once  a month. 
About  twelve  mothers  are  sent  an  invitation,  with  an  appointment,  to  bring 
their  children  to  each  clinic.  This  arrangement  has  proved  to  be  very  popular 
with  the  mothers,  who  feel  that  they  can  really  come  and  discuss  their  problems, 
and  the  appointment  system  has  been  appreciated  by  all.” 
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Phenylketonuria 

Health  visitors  have  been  testing  babies  as  a routine  since  1st  September, 
1959.  All  mothers  are  advised  of  the  reason  for  this  test  and  almost  all  decide 
to  have  it  performed  for  their  own  children.  A few  cases  of  doubtful  positives 
have  needed  retesting  but  there  has  not  been  any  case  of  a confirmed  positive. 

Before  routine  testing  was  established  there  were  three  known  cases  in  the 
county  and  the  excellent  results  obtained  by  early  diagnosis  and  subsequent 
special  dieting  justify  continuing  this  preventive  measure. 

A recent  report  of  the  Ministry  of  Health  described  the  existence  of  104 
cases  discovered  in  England  and  Wales  through  the  routine  use  of  this  test  in 
the  first  two  months  of  life. 


“At  Risk”  Register 

Consideration  had  been  given  to  the  keeping  of  an  “At  Risk”  register  for 
some  years  but  had  been  decided  against  when  it  was  found  that  so  many  of  the 
young  children  subsequently  found  to  have  major  handicaps  would  not  have 
been  on  the  register  and  therefore  under  special  survey.  It  was  thought  prefer- 
able that  each  and  every  child  should  be  individually  considered  by  the  health 
visitor  for  any  possible  handicap. 

However,  in  view  of  a circular  from  the  Minister  of  Health  in  1962  it  was 
decided  to  institute  an  “At  Risk”  register. 


Distribution  of  Welfare  Foods 

Issues  of  National  Dried  Milk,  cod  liver  oil  and  vitamin  tablets  continue  to 
fall,  but  it  is  pleasing  to  note  a slight  increase  in  issue  of  orange  juice  during  the 
year.  The  following  table  shows  comparable  distribution  figures  for  1962  and 
1963. 


Period 

National 
Dried  Milk 
(Tins) 

Cod  Liver 

Oil 

(bottles) 

Vita 

Tab 

(pac 

min 

lets 

cets) 

1 

Orange 

Juice 

(bottles) 

1962 

1963 

1962 

1963 

1962 

1963 

1962 

1963 

January — March 

21,957 

20,108 

2,107 

1,905 

2,668 

2,142 

18,120 

16,878 

April — June 

21,837 

19,829 

1,664 

1,568 

2,313 

2,126 

20,250 

21,337 

July — September 

22,086 

19,310 

1,640 

1,424 

2,198 

2,094 

20,659 

20,898 

October — December  . . 

20,881 

18,130 

1,935 

1,718 

2,230 

2,051 

17,552 

18,876 

Totals 

86,761 

77,377 

7,346 

6,615 

9,409 

8,413 

76,581 

77,989 

Welfare  Foods  are  issued  from  sixty-five  child  welfare  centres,  ten^W.V.S. 
centres  and  163  shops  and  private  houses.  I should  again  like  to  express 
appreciation  to  the  many  voluntary  workers  who  undertake  the  actual  work  of 
distribution  at  these  238  distribution  centres  and  to  officials  of  district  councils 
and  other  departments  of  the  county  council  who  act  as  area  depot  officers. 
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MIDWIFERY  AND  HOME  NURSING 


Staffing 

There  is  a total  establishment  of  182  for  home-nursing  and  midwifery. 
The  work  is  mainly  combined  nursing  and  midwifery  but  in  some  urban  areas 
the  work  is  separated  and  there  are  twenty-three  full-time  mid  wives  and 
thirty-one  full-time  general  nurses  in  addition  to  128  undertaking  combined 
work.  Nine  part-time  nurses  (equivalent  of  five  full-time)  are  employed  as 
home  nurses.  There  were  only  four  vacancies  at  the  end  of  1963. 

The  Group  System 

For  convenience  of  administration  there  are  twenty-one  groups,  each  with  a 
county  staff  sister,  who  is  responsible  for  bulk  ordering  of  stores  through  the 
health  department  and  the  distribution  of  stores  to  the  staff  in  her  group.  She 
is  also  responsible  for  arranging  relief  for  holidays  and  sickness. 

Dissemination  of  Information 

County  staff  sisters  attend  meetings  called  by  the  county  nursing  superintendent 
at  least  four  times  a year,  when  all  changes  and  problems  are  fully  discussed. 
These  meetings  are  usually  attended  by  one,  or  more  senior  medical  officers,  and 
occasionally  by  the  county  medical  officer,  or  deputy  county  medical  officer. 

Notes  are  taken  at  the  meetings  and  a copy  sent  to  each  member  of  staff. 
The  county  staff  sisters  call  meetings  of  nurses  in  their  groups  as  soon  as  con- 
venient after  the  meeting  at  headquarters,  when  full  details  of  all  that  was  dis- 
cussed at  the  meeting  are  given.  The  county  nursing  superintendent,  or  the 
assistant  nursing  superintendent,  attend  the  group  meetings  and  occasionally 
a medical  officer. 

Application  for  the  Domiciliary  Services 

Home  nurses  and  midwives  are  listed  in  the  telephone  directory  under  the 
entry  for  Devon  county  council  health  department,  according  to  the  district  in 
which  they  practice.  All  medical  practitioners  and  hospital  almoners  also 
have  lists  of  the  nursing  and  midwifery  staff  in  their  areas. 


MIDWIFERY 

Miss  Heather  is  the  non-medical  supervisor  of  midwives  and  is  responsible 
for  the  code  of  practice  by  all  midwives  in  the  county,  including  those  in  institu- 
tions where  there  is  no  resident  medical  officer.  She  is  assisted  in  these  statu- 
tory duties  by  her  deputy  and  two  assistants,  who  act  as  assistant  supervisors 
of  midwives. 

There  are  twenty-three  full-time  midwives  and  128  nurse/midwives.  The 
midwives  have  been  fully  employed,  as  although  the  number  of  domiciliary 
births  has  not  increased,  the  number  of  mothers  being  discharged  from  maternity 
units  before  the  tenth  day  has  increased  their  work  considerably  and  many 
are  coming  out  of  hospital  after  forty-eight  hours  and  some  as  soon  as  six 
hours  after  delivery.  The  midwives  are  looking  after  these  mothers  and  babies 
very  well  and  we  have  no  evidence  that  they  have  suffered  in  consequence. 
With  the  continuing  increase  in  the  birth  rate,  this  trend  will  increase  and  we  are 
fully  staffed  and  able  to  cope  with  these  early  discharges  and  they  are  now 
accepted  as  routine. 
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The  work  of  the  midwives  is  summarised  in  the  following  table; 

Domiciliary  deliveries  attended  . . . . . . . . 2,355 

Nursing  care  of  mothers  discharged  from  hospital  before  tenth  day  1,513 
Attendances  at  G.P.  ante-natal  clinics  . . . . . . . . 2,562 

Attendances  at  county  council  ante-natal  clinics  ..  ..  ..  1,683 

No.  of  cases  in  which  gas  and  air  was  administered. . . . . . 2,078 

No.  of  cases  in  which  trilene  was  administered  . . . . . . 68 

No.  of  cases  in  which  pethidene  was  administered  . . . . . . 1,522 

Total  number  of  midwifery  and  ante-natal  visits  to  home  deliveries  71,606 

Total  number  of  ante-natal  visits  to  hospital  booked  patients  . . 15,721 


Equipment 

All  midwives  have  the  necessary  equipment  for  their  work  and  a gas/air 
machine  each.  There  are  eight  Trilene  apparatus  and  each  midwife  has  an 
oxygen  apparatus.  Pethidine  is  used  by  all  midwives. 

Recruitment 

There  is  some  difficulty  in  filling  vacancies  combining  midwifery  and  nursing 
in  the  rural  areas,  but  on  the  whole  the  staffing  situation  is  satisfactory. 

Retirements 

Two  nurse/midwives  who  were  over  sixty  years  of  age  retired  during  the  year. 
Refresher  Courses 

Supervisors  of  midwives  and  midwives  have  to  attend  compulsory  refresher 
courses  every  five  years,  and  the  county  staff  are  all  up  to  date  in  this  respect. 

Some  difficulty  is  experienced  in  seeing  that  the  midwives  in  the  smaller 
institutions  (not  employed  by  the  county  council)  observe  this  rule. 

In-Service  Training 

At  a study  day  held  in  Exeter  on  6th  May,  1963,  a speaker  from  Bradford 
gave  a lecture  on  the  scheme  for  early  hospital  discharges  operating  in  that 
city  and  the  success  of  their  plan  for  mothers. 

Liaison 

Many  of  the  midwives  attend  clinics  in  doctors’  surgeries  and  see  notes  of 
ante-natal  mothers  and  visit  hospital  bookings  of  those  mothers  living  at  too 
great  a distance  to  attend  hospital  for  ante-natal  care. 

Expansion 

It  was  hoped  in  the  ten-year  plan  to  have  an  additional  assistant  super- 
intendent to  relieve  the  deputy  superintendent,  so  that  she  could  spend 
time  on  developing  the  ante-natal  relaxation  and  mothercraft  classes,  but  at 
present  we  are  unable  to  expand  this  service  as  rapidly  as  is  required. 


HOME  NURSING 

There  are  thirty-one  full-time  general  nurses  and  128  combining  nursing  and 
midwifery  duties. 
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Administration 

Miss  G.  Heather,  county  nursing  superintendent,  and  her  deputy  and  two 
assistants,  are  responsible  for  superintending  the  work  of  the  nurses. 

This  service  continues  to  expand  each  year  and  more  time  is  spent  on  nursing 
the  elderly.  This  is  a satisfactory  arrangement,  as  it  means  that  more  old  people 
can  remain  in  their  own  homes  instead  of  being  admitted  to  welfare  homes 
or  geriatric  units. 

Recruitment 

This  is  satisfactory,  except  in  some  rural  areas  where  the  duties  are  combined. 
In  some  urban  districts  applications  exceed  vacancies. 

Retirements 

One  full-time  general  nurse  and  two  nurse/midwives  retired  during  the  year. 
All  three  were  over  sixty  years  of  age. 

Equipment 

Disposable  si'ringes  are  proving  a great  help  and  save  time,  and  are  a great 
safeguard  in  avoiding  infections.  All  our  hoists,  wheel  chairs  and  walking  aids 
are  in  constant  demand. 

Refresher  Courses 

Full-time  home  nurses  attend  a refresher  course  every  five  years.  It  has  been 
difficult  to  arrange  for  the  nurse/midwives  to  attend  home  nursing  courses 
because  they  go  to  the  midwives  courses,  and  with  the  present  staff,  arrangements 
cannot  be  made  to  cover  their  areas  for  additional  periods  at  present. 

In-Service  Training 

A lecture  on  how  to  lift  was  given  at  the  study  day  on  6th  May,  by  the  senior 
physiotherapist,  St.  Thomas’  Hospital,  London,  which  was  most  useful. 

Liaison 

We  receive  considerable  help  with  regard  to  loans  and  advice  when  nursing 
the  handicapped  from  the  Devon  Orthopaedic  Association,  and  we  are  grateful 
for  their  ready  help. 

The  Marie  Curie  Memorial  Foundation  gives  monetary  assistance  with  cancer 
patients  and  during  the  year  sixty  patients  received  welfare  grants  for  special 
comforts  and  six  patients  had  help  with  day  and  night  nursing  service  through 
this  foundation.  We  frequently  receive  letters  of  appreciation  from  patients  them- 
selves and  their  relatives  for  the  help  received  from  this  voluntary  organisation 
which  we  are  pemiitted  to  administer. 

Training 

Two  nurses  received  district  training  during  the  year  and  were  appointed 
to  districts. 


Lectures  in  Hospitals 

These  were  given  by  the  superintendent,  or  her  deputy  and  assistants,  to 
student  nurses  at  the  North  Devon  Infirmary,  and  the  Torbay  Hospital. 
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With  the  small  number  of  nursing  superintendents  there  has  been  little 
opportunity  for  developing  the  educational  aspects  of  the  service,  and  it  was 
hoped  with  the  expansion  set  out  in  the  ten-year  plan  another  assistant  superin- 
tendent would  have  been  appointed  this  year  to  have  permitted  the  deputy 
superintendent  to  give  some  in-service  training  to  the  home  nurses. 


Trends 

It  is  interesting  to  note  that  although  there  are  five  nurses  and  midwives 
who  are  on  the  staff  beyond  the  normal  retiring  age  of  sixty,  the  overall  average 
age  of  the  nursing  staff  is  just  under  forty-five  years. 


The  work  of  the  district  nurses  is  summarised  in  the  following  table: — 


No.  of  medical  cases  nursed. . 

No.  of  surgical  cases  nursed. . 

No.  of  infectious  diseases  cases  nursed 
No.  of  tuberculosis  cases  nursed 
No.  of  maternal  complications  nursed 
No  of  other  cases  nursed 


9,687  involving 
2,477  involving 
20  involving 
54  involving 
291  involving 
633  involving 


220,597  visits 
49,175  visits 
223  visits 
2,375  visits 
1,895  visits 
21,425  visits 


These  figures  include  8,656  patients  over  sixty-five  years  of  age,  who  received 
a total  of  194,202  visits;  516  children  under  five  who  received  2,362  visits;  and 
2,152  patients  who  each  received  more  than  twenty-four  visits  in  the  year,  the 
total  number  of  visits  involved  to  these  patients  being  135,845. 


Registration  of  Nursing  Homes 

In  June,  1963,  the  Nursing  Homes  Act,  1963,  became  effective  and  in  this 
Act  new  regulations  were  promulgated.  For  the  first  time  these  regulations 
permit  the  local  authority  to  require  the  older  established  nursing  homes  to  be 
brought  up  to  date  in  standards,  staffing,  equipment  and  fire  precautions. 
Many  proprietors  have,  of  course,  improved  their  standards  in  accordance 
with  present-day  needs,  but  in  some  cases  it  will  be  necessary  for  improvements 
to  be  carried  out  within  a specified  period.  The  most  difficult  requirement  under 
the  new  regulation  will  be  to  ensure  an  adequate  level  of  staffing. 

At  the  end  of  the  year  there  were  twenty-six  registered  nursing  homes,  pro- 
viding twenty-nine  maternity  beds  and  291  medical,  convalescent  and  chronic 
beds.  One  home  continued  to  be  exempt  from  registration. 


Nurses’  Act  1919-1945 

Two  applications  for  renewal  of  licenses  to  carry  on  agencies  for  the  supply 
of  nurses  under  these  Acts  were  received  and  approved  during  the  year. 


HEALTH  VISITING 

The  superintendent  health  visitor  is  based  at  County  Hall,  Exeter.  She  is 
responsible  for  the  well  being  of  the  health  visitors;  for  the  circulation  of  new 
information;  for  maintaining  a high  standard  and  dealing  with  problems  met 
in  the  day  to  day  work. 

At  the  end  of  1963  there  were  seventy  health  visitors  and  two  vacancies,  a 
ratio  of  one  health  visitor  to  7,300  population.  In  order  to  prevent  a feeling 
of  isolation  in  the  large  geographical  area  that  comprises  the  county  of  Devon 
the  health  visitors  are  divided  into  ten  groups  which  vary  in  size — the  largest 
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having  ten  members  and  the  smallest  five.  Each  group  has  a group  adviser 
who  acts  as  a liaison  officer.  She  is  also  responsible  for  arranging  any  relief 
necessary  and  for  introducing  new  members  of  staff  to  colleagues  and  methods 
of  work. 

The  health  visitors  carry  out  the  full  range  of  duties,  viz.  maternity  and  child 
welfare,  school  health,  care  and  after  care,  which  includes  tuberculosis,  mental 
illness;  also  care  of  the  aged  living  in  their  own  homes. 

All  infants  are  visited  as  soon  as  possible  after  the  tenth  day,  and  further 
visits  are  made  at  intervals  up  to  age  of  five  years.  At  approximately  six  weeks 
the  urine  is  tested  for  phenylketonuria.  At  six  months  there  is  a simple  hearing 
test;  where  there  is  any  doubt  a further  visit  will  be  paid  to  retest  and  if  necessary 
the  child  referred  to  the  hearing  assessment  clinic.  The  health  visitor  is  some- 
times the  first  person  to  recognise  that  a child  has  a mental  or  physical  handicap 
and  she  co-operates  with  the  family  doctor  and  other  workers  so  that  arrange- 
ments may  be  made  to  enable  the  child  to  make  full  use  of  all  existing  faculties. 

Health  visitors  and  midwives  together  teach  relaxation  and  mothercraft  in 
the  ante-natal  clinics.  In  some  parts  of  the  county  very  successful  classes  for 
fathers  have  also  been  organised  in  the  evenings.  In  the  child  welfare  centres 
the  health  visitor  advises  mothers  individually  and  also  carries  out  group  teaching 
when  possible.  She  assists  the  medical  officers  by  her  knowledge  of  the  home 
background.  The  prevention  of  the  spread  of  infectious  diseases  is  one  of  her 
most  constant  duties  and  by  stressing  the  need  for  immunisation  and  vaccination 
she  endeavours  to  see  that  as  many  children  as  possible  are  protected.  For 
some  years  the  health  visitors  have  assisted  the  chest  physicians  to  trace  unknown 
cases  of  tuberculosis  in  the  county  by  Heaf  testing  schoolchildren  annually 
from  the  age  of  five  to  eleven  years.  The  contacts  of  positive  reactors  have  been 
traced  and  endeavours  made  to  persuade  them  to  attend  for  X-ray.  In  the  school 
year  1962-63  nine  cases  of  tuberculosis  were  discovered  by  this  method. 

In  the  school  medical  service  the  health  visitor  is  responsible  for  visiting  the 
schools  in  her  area,  assisting  in  medical  procedures  such  as  school  medical 
examinations,  vision  tests,  hearing  tests  and  hygiene  surveys.  She  is  also  available 
to  help  teachers  to  understand  the  home  background  of  children  who  present 
a problem.  Home  visits  are  paid  to  parents  of  schoolchildren  when  necessary, 
special  support  being  given  to  parents  of  handicapped  children.  Junior  training 
centres  and  the  school  for  physically  handicapped  children  are  also  visited. 
The  homes  of  handicapped  children  at  residential  schools  are  visited  during 
the  school  holidays  so  that  any  problems  may  be  discussed. 

There  is  in  the  county  a hard  core  of  problem  families,  and  the  health  visitors 
use  every  means  in  their  power  to  try  to  improve  the  conditions  in  which  these 
families  live.  Good  team  work  is  an  essential  factor  in  the  attempt  to  rehabilitate 
them,  and  there  is  close  work  at  field  level  between  the  workers  concerned  with 
the  differing  facets  that  are  shown  in  such  cases. 

The  health  visitors  assist  the  children’s  officer  by  providing  reports  on  pros- 
pective adopters'and  foster-parents. 

Hospital  consultants  and  almoners  often  request  reports  on  home  circum- 
stances for  patients  with  special  problems  who  are  ready  for  discharge.  A great 
deal  of  work  has  been  carried  out  in  relation  to  the  care  of  the  aged.  In  some 
areas  health  visitors  have  carried  out  or  taken  part  in  surveys  to  discover  the 
number  of  people  over  the  age  of  sixty-five  years  who  live  alone.  They  have  also 
assisted  in  the  organisation  of  meals  on  wheels  service  in  different  areas.  There 
is,  however,  still  much  work  to  be  done  in  this  field  when  the  number  of  staff 
increases  as  set  out  in  the  ten-yearjplan. 
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In  some  senior  schools  programmes  of  health  education  are  carried  out  by 
Irealtli  visitors.  They  co-operate  with  the  current  campaigns  such  as  rescue 
breathing,  smoking  and  lung  cancer,  etc.  in  schools,  clubs  and  other  organisa- 
tions. Many  assist  with  the  Duke  of  Edinburgh’s  Award  courses.  In  a few 
senior  schools  the  health  visitor  is  available  at  a specified  time — usually  during 
the  lunch  hour — so  that  any  child  may  ask  advice  on  personal  problems. 
Talks  are  given  to  organisations  when  required. 

Students  from  hospitals,  health  visitor  training  schools,  universities  and  teacher 
training  colleges  accompany  health  visitors  for  varying  periods  for  purposes 
of  observation  and  practical  work. 

With  the  exception  of  one  health  visitor  everyone  is  a car  driver  and  so  is  able 
to  get  about  the  areas  with  the  minimum  of  travelling  time.  As  each  health 
visitor  is  on  the  telephone  at  home  she  can  be  contacted  in  emergency  by  mem- 
bers of  the  public,  doctors  or  other  workers. 

Refresher  courses  are  attended  by  health  visitors  every  five  years.  In  service 
training  is  also  given  in  the  form  of  study  days,  attendance  at  lectures  and  visits 
to  mental  hospitals,  etc. 

Liaison  with  general  practitioners  has  improved  steadily  over  the  years.  One 
health  visitor  works  with  a group  practice,  while  other  health  visitors  pay 
regular  visits  to  surgeries,  in  some  cases  assisting  the  general  practitioner  in  his 
own  child  welfare  clinic. 

In  areas  where  there  is  a county  council  clinic,  viz.  Barnstaple,  Bideford, 
Crediton,  Dartmouth,  Dawlish,  Exmouth,  Holsworthy,  Honiton,  Ilfracombe, 
Kingsbridge,  Newton  Abbot,  Paignton,  Plympton,  Plymstock,  South  Molton, 
Tavistock,  Tiverton,  Torquay,  health  visitors  may  be  contacted  between  9 a.m. 
and  9.30  a.m.  at  the  clinic.  In  the  larger  clinics  where  a clerk  is  employed  messages 
may  be  left  to  be  dealt  with  by  the  health  visitor.  Each  health  visitor  is  issued 
with  visiting  cards  which  show  her  home  as  well  as  any  official  address  and 
telephone  number.  One  of  these  cards  is  given  to  a family  at  a first  visit.  A new 
health  visitor  visits  general  practitioners  and  social  workers  as  soon  as  possible 
after  taking  up  her  duties. 

A summary  of  the  work  undertaken  by  the  health  visitors  during  1963  is 


given  below : — 

Type  of  Visit  No.  of  Visits 

Infants  under  one  year  ..  ..  ..  ..  ..  ..  48,157 

Children  one  to  two  years  ..  ..  ..  ..  ..  ..  17,831 

Children  two  to  five  years  ..  ..  ..  ..  ..  ..  31,267 

Schoolchildren..  ..  ..  ..  ..  ..  ..  ••  10,516 

Age  groups  fifteen  to  sixty-five  years  ..  ..  ..  ..  13,384 

Expectant  mothers  . . . . . . . . . . . . • . 4,268 

Tuberculosis  . . . . . . . . . . . . • . • ■ 976 

Aged  . . . . . . . . . . . • • . • • • . 7,835 

Mentally  disordered  persons  ..  ..  ..  ..  ..  1,388 

Under  Children’s  Act. . ..  ..  ..  ••  1,490 

Patients  discharged  from  hospital  (not  mental  hospitals). . . . 386 

Attendances  at  centres,  clinics,  etc.  ..  ..  ..  ..  8,975 

Households  visited  ..  ..  ..  ..  ..  ..  ••  27,756 

“No  Access”  visits  ..  ..  ..  ..  ••  ..  ••  14,449 

Health  Education: 

Group  talks  to  mothers  . . . . . . . . . . . • 565 

Talks  given  in  schools  ..  ..  ..  ••  ••  180 

All  other  talks  . . . . . . . . . ■ • • • • 267 

Visits  to  hospitals,  G.P.’s  and  other  workers  8,354 
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HOME  HELP  SERVICE 


Authority  is  given  under  Section  29  of  the  Health  Act  to  provide  domestic 
help  for  “households  where  such  help  is  needed  owing  to  the  presence  of  any 
person  who  is  ill,  lying-in,  an  expectant  mother,  mentally  defective,  aged  or  a 
child  not  over  compulsory  school  age  within  the  meaning  of  the  Education 
Act,  1944”  and  “may,  with  the  approval  of  the  Minister,  recover  from  persons 
having  availed  themselves  of  the  domestic  help  so  provided,  such  charges  as  the 
Authority  consider  reasonable,  having  regard  to  the  means  of  those  persons.” 


Development  of  the  Service 

In  the  Annual  Report  for  1958  a short  historical  outline  of  the  service  was 
given,  with  particular  reference  to  the  period  1948-1958.  It  is  interesting  to 
refer  back  to  this  and  note  that  in  the  latter  half  of  1948  there  were  95 
home  help  cases  in  addition  to  266  maternity  cases  for  the  full  year.  In  1958 
the  figures  for  the  full  year  were: 

Maternity  T.B.  Chronic  Sick/Aged  Others  Total 
281  16  1,505  417  2,219 

At  December  31st,  1958,  there  was  a day  to  day  working  case  load  of  1,005 
and  of  these  860  were  concerned  v/ith  the  care  of  the  aged.  The  total  number  of 
cases  in  this  group  (1,505)  represented  an  increase  of  more  than  100%  over 
1953  when  the  total  number  of  cases  concerned  with  the  care  of  the  aged  was 
727.  The  following  table  will  give  some  idea  of  the  growth  of  the  service  from 
1958  to  1963,  now  under  review. 


Cases  dealt  with 

Home 

Helps 

(part 

time) 

Case 
loads  at 
Dec. 
31st 

Aged/ 

Chronic 

Sick 

nf 

/o  'J* 

Aged 

Group 

W.V.S. 

County 

Staff 

Totals 

1958 

1,731 

488 

2,219 

433 

1,005 

860 

85-0 

1959 

1,945 

403 

2,346 

490 

1,120 

953 

84-5 

1960 

2,078 

436 

2,514 

610 

1,250 

1,050 

84-0 

1961 

1,400 

1,470 

2,870 

686 

1,536 

1,313 

85-5 

1962 

1,308 

1,974 

3,282 

808 

1,966 

1,653 

83-7 

1963 

633 

3,204 

3,837 

950 

2,194 

1,816 

82-8 

The  number  of  cases  being  dealt  with  daily  on  December  31st,  1963  shows 
an  increase  from  1,005  to  2,194 — approximately  120%,  whilst  in  the  same 
period  the  number  of  part-time  home  helps  increased  from  433  to  950 — an 
almost  parallel  increase  of  124%  in  the  five-year  period  1958  to  1963. 

The  proportion  of  cases  dealing  with  the  care  of  the  aged  in  their  own  homes 
has  remained  significantly  constant  at  approximately  84%  of  the  daily  case-load, 
in  spite  of  increases  in  other  categories,  and  this  aspect  of  the  service  will  con- 
tinue to  be  the  major  concern  in  the  years  ahead  in  view  of  the  increasing  number 
of  old  people  in  the  county. 


The  Service  in  1963 

In  1963  the  Ministry  of  Health  introduced  new  headings  of  home  help  cases 
in  compiling  the  statistical  returns  for  the  Ministry  and  details  of  the  service 
for  1963  are  given  below  under  the  new  categories: 
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Over  65 

Under  65 

Totals 

Chronic  Mentally 
Sick/  Dis- 

T.B.  ordered 

Maternity 

i 

Others 

D.C.C.  Organisers 

2,107 

261  1 28 

288 

240 

2,924 

H.V.’s/D.N.’s 

191 

22  3 

43 

1 

21 

280 

Total  County  Staff 

2,298 

283  31 

1 331 

261 

3,204 

W.V.S.  Organisers 

462 

62  6 

! 61 

42 

633 

Totals: 

J 

2,760 

345  37 

392 

303 

3,837 

For  the  first  time  the  group  concerned  with  the  care  of  the  aged  is  designated 
“over  sixty-five”  irrespective  of  category  and  this  accounts  in  some  measure 
for  the  slightly  lower  percentage  for  1963  in  the  table  on  page  65  compared  with 
the  previous  years  as  the  chronic  sick  are  now  listed  with  T.B.  The  total 
number  of  cases  dealt  with  (3,837)  shows  an  increase  of  555  over  1962  (3,282) 
— approximately  17%.  The  number  of  home  helps  employed  at  December  31st, 
1963  was  950— all  part-time,  representing  the  equivalent  of  265  full-time. 

From  the  above  it  will  be  seen  that  home  help  cases  are  now  divided  into 
two  distinct  groups — the  over  sixty-fives  and  the  under  sixty-fives  and  for  the 
first  time  we  have  an  indication  of  the  number  of  cases  dealing  with  the  mentally 
disordered — thirty-seven  in  the  first  year,  or  just  below  one  per  cent  of  the  total. 
There  has  also  been  an  increase  of  some  10%  in  maternity  cases  and  those 
concerned  with  ante-natal  care  and  in  the  future  we  must  expect  an  increasing 
demand  for  the  service  in  such  cases  as  a result  of  many  patients  being  discharged 
earlier  from  hospital,  with  a greater  dependence  on  adequate  home-care  services. 

Future  Trends  and  Requirements 

The  Organiser 

Since  the  inception  of  the  service  in  its  present  form,  from  1948,  many  changes 
have  taken  place  in  the  aims  and  scope  of  the  service  and  this  has  resulted  in 
what  is  probably  the  greatest  change — the  role  of  the  home  help  organiser. 
It  is  generally  agreed  that  the  organiser  has  a three-fold  function — administrator, 
social  worker  and  personnel  manager.  She  has  the  administrative  control  of  the 
service  in  her  area,  and  the  social  work  content  stems  from  the  intimate  know- 
ledge she  should  have  of  all  the  social  services,  particularly  those  concerning 
her  own  work  and  a personal  contact  with  all  the  responsible  officers,  including 
our  own  staff,  general  practitioners,  etc.  The  personnel  management  side  of 
her  work  is  concerned  with  the  control  of  a large  force  of  part-time  workers, 
and  her  ability  to  supply  home  helps  to  cases  in  the  most  economical  and 
effective  way,  and  to  supervise  the  day  to  day  working  of  all  the  home  helps 
under  her  control  with  tact  and  understanding.  The  full-time  organiser  of  today 
IS  the  product  of  fifteen  years  progress  and  development  of  a service  which  has 
come  to  be  regarded  as  one  of  the  most  important  factors  in  the  realm  of  home- 
eare. 

It  is  not  surprising,  therefore,  that  as  the  service  has  expanded  beyond  the 
scope  of  what  can  reasonably  be  expected  of  anyone  on  a voluntary  and  part- 
time  basis  we  have  seen  the  introduction  of  full-time  county  council  organisers. 

W.V.S.  organisers  are  able  to  operate  the  service  in  eight  urban  areas  of  the 
county.  There  are  still  some  rural  districts  in  East  Devon  and  in  the  Okehampton / 
Tavistock  districts  where  district  nurses  and  health  visitors  operate  the  day-to- 
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day  working  of  the  service.  It  is  hoped  that  we  shall  be  able  to  relieve  them  of 
this  work  during  the  next  twelve  months. 

The  Home  Help 

The  role  of  the  home  help  has  also  undergone  a tremendous  change  and  this 
is  reflected  in  the  type  of  person  now  being  recruited  and  employed,  and  in  the 
varied  work  she  undertakes  as  a responsible  member  of  the  home-care  team. 
She  is  no  longer  regarded  as  a “daily”  who  “does  for”  patients.  Quite  apart 
from  the  psychological  effect  of  her  presence  in  a household — and  this  can  be 
considerable — she  is  very  often  the  main  person  to  keep  the  home  going. 
She  is  frequently  the  confidant  of  the  G.P.  in  the  care  of  his  patient,  and  very  often 
she  is  the  chief  link  that  many  elderly  and  housebound  patients  have  with  the 
outside  world,  and  without  her  assistance  continued  independence  would  not 
be  possible.  The  home  help  service  permits  hundreds  of  persons  to  remain 
in  their  hown  homes  in  preference  to  being  admitted  to  homes  or  institutions, 
which  accommodation  is  all  too  short.  In  any  case  the  great  majority  have  a 
strong  desire  to  remain  in  their  own  homes  and  a good  home  help  makes  this 
possible.  Many  house-bound  patients  depend  utterly  on  the  good  sense  and 
sound  judgement  of  their  helps  in  the  wise  spending  of  their  meagre  resources 
when  they  do  the  shopping  and  cooking  for  them,  acting  as  wise  stewards  in 
the  best  sense.  Comment  is  made  from  time  to  time  when  a wages  award  is 
made  to  home  helps  and  it  is  a sobering  thought  to  consider  what  is  expected 
of  them  and  their  responsibility  to  the  service  and  those  they  are  supporting  by 
their  efforts.  Most  home  helps  have  a real  sense  of  vocation  and  in  a considerable 
number  of  cases  the  help  they  give  is  not  confined  to  the  time  for  which  they 
are  paid  but  goes  far  beyond  in  self-service,  actuated  by  the  very  nature  of  their 
work.  Today  it  can  be  truthfully  said  that  the  good  home  help  is  a person  of 
responsibility  and  of  great  value  to  the  community. 

The  Collector  of  Home  Help  Accounts 

As  a direct  consequence  of  the  development  of  the  service  in  recent  years 
the  number  of  accounts  being  issued  each  week  in  respect  of  patients’  contri- 
butions towards  the  cost  of  the  service  has  shown  a corresponding  steep  increase. 
This  has  resulted  in  a tremendous  burden  being  placed  on  education  welfare 
officers,  who  have  been  responsible  for  collecting  accounts  for  a good  many 
years,  to  the  detriment  of  their  basic  duties  in  the  education  field. 

It  has  therefore  become  necessary  to  introduce  full-time  collectors  in  the 
North  Devon  and  Torbay  areas.  During  1964  it  is  anticipated  that  all  education 
welfare  officers  will  be  relieved  of  this  work,  which  will  become  integrated  into 
the  service  through  full-time  collectors  and  other  media.  Already  it  has  become 
obvious  that  the  collector  is  an  invaluable  link  between  patient  and  organiser  and 
once  collections  have  been  placed  on  a regular  basis  he  becomes  a welcome 
caller  and  indeed  an  asset  to  the  service. 

The  Service  in  the  Future 

We  can  look  back  with  some  satisfaction  on  the  progress  so  far  achieved. 
But  there  remains  a tremendous  amount  still  to  be  done  in  the  future.  The  care 
of  the  elderly  and  chronic  sick  in  their  own  homes,  in  increasing  numbers, 
will  account  for  the  major  portion  of  the  service  calling  on  all  our  resources 
and  ability  for  a long  time  to  come  if  we  are  to  cover  the  county  with  a worth- 
while and  comprehensive  service.  Maternity  cases  and  ante-natal  care  will 
place  a heavier  demand  than  in  the  past  and  we  must  expect  more  home  help 
work  in  assisting  the  mentally  handicapped.  The  need  will  be  to  develop  the 
service,  more  particularly  in  the  rural  areas  where  we  have  to  deal  with  inade- 
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quate  transport  facilities,  sub-standard  housing  in  many  cases  and  the  difficulty 
of  enlisting  the  right  type  of  person  in  the  neighbourhood.  But  I am  confident  that 
with  our  added  resources,  we  will  be  able  to  meet  all  the  demands  with  minimum 
delay  and  so  give  to  the  rural  areas  of  the  county  a service  comparable  with  that 
available  in  the  more  developed  urban  districts.  This  challenge  of  the  future  is, 
I am  sure,  within  the  capacity  of  our  organisers — county  council  and  W.V.S. — 
and  is  one  which  the  home  helps  have  learned  as  a matter  of  course.  As  the 
service  expands  it  becomes  increasingly  necessary  to  ensure  adequate  super- 
vision of  every  case  to  give  maximum  efficiency  with  economy  so  that  all  the 
resources  wilt  be  used  to  the  best  advantage. 

.Appreciation  and  thanks 

I have  already  mentioned  that  W.V.S.  organisers  are  covering  eight  urban 
areas  in  the  county — some  with  very  heavy  case-loads  and  I am  mindful  of 
the  great  amount  of  their  time  they  are  devoting  to  this  work.  My  sincere  thanks 
to  these  organisers  and  to  those  who  have  assisted  them.  My  thanks  are  also 
due  to  all  the  officers  of  the  National  Assistance  Board  who  have  helped  us  in 
every  possible  way  during  the  year,  and  to  the  education  welfare  officers  who 
have  collected  the  accounts,  often  under  very  trying  circumstances.  Finally, 
to  all  the  home  helps  in  the  county,  particularly  splendid  efforts  in  the  first  two 
months  of  the  year  in  the  worst  possible  weather,  when  every  essential  case  was 
covered,  which  often  meant  walking  for  miles  in  snow  and  ice,  especially  in  the 
rural  parts. 

Enquiries  Regarding  the  Service 

All  general  practitioners,  hospital  almoners  and  staff  of  the  health  department 
throughout  the  county  are  informed  of  the  address  and  telephone  number  of  the 
home  help  organiser  of  the  particular  district  in  which  a person  requiring  the 
service  resides.  Otherwise,  an  enquiry  addressed  to  the  county  medical  officer. 
County  Hall,  Exeter,  will  be  forwarded  to  the  appropriate  organiser  at  once 
for  attention.  In  urgent  cases  telephoned  instructions  will  be  given  immediately. 


HEALTH  EDUCATION 

The  health  problems  in  any  area  depend  on  population  density,  climate, 
types  of  employment  and  many  other  variable  factors.  In  our  present  society 
priority  problems  include  such  things  as  accidents,  cancer,  ageing,  etc. 

In  order  to  raise  the  standard  of  health,  knowledge  of  the  reason  for  being 
healthy  and  knowledge  of  how  to  achieve  health  are  essential.  In  years  past 
attention  was  focused  on  an  improved  environment,  but  now  that  living 
standards  are  so  good  attention  must  be  concentrated  on  the  “modern”  epidemics 
mentioned  above. 

Mental  health  and  social  health  are  problems  revealed  by  the  public’s 
changing  attitude,  and  the  need  has  been  shown  for  health  education  in  this 
sphere.  Unfortunately  health  edueation  produces  no  immediate  or  dramatic 
response  especially  in  this  field.  Slow  but  progressive  health  education  is 
becoming  generally  recognised  as  being  necessary,  but  still  more  time,  money 
and  personal  effort  are  needed  if  we  are  to  aehieve  good  results. 

ORGANISATION  AND  GENERAL  OPERATION 

During  its  second  year  this  department  continued  to  progress  and  this  is 
shown  in  the  rest  of  the  report. 
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The  move  to  County  Hall  interrupted  several  special  projects  and  much  of 
the  routine  work.  Nevertheless  several  projects  were  completed  and  the 
department  fulfilled  the  varied  requests  for  help.  During  the  year  procedures 
were  introduced  to  provide  information  and  to  streamline  operations.  The 
appointment  of  a health  education  equipment  assistant  has  helped  in  the  use  of 
all  visual  materials  and  equipment  which  were  extensively  used  throughout  the 
year. 

Dental  Health 

The  showing  of  this  year’s  theme,  “The  Right  Food  at  the  Right  Time”, 
created  great  interest  at  the  Devon  County  Agricultural  Show.  This  venture 
highUghted  the  need  for  the  integration  of  dental  health  education  with  general 
health  education,  and  during  the  year  a dental  hygienist  joined  this  department. 
She  has  been  invaluable  in  the  ease  of  programming  the  dental  health  sessions 
for  schools,  clinics,  parent  groups,  etc. 

Quarterly  Area  Programmes 

At  the  beginning  of  the  year  medical  officers  and  group  advisers  of  the  ten 
“health  visitor  areas”  met  to  discuss  the  introduction  of  quarterly  programmes, 
the  aim  of  which  v/as  to  provide : 

(1)  A regular  supply  of  health  education  material  throughout  the  county; 

(2)  Help  in  the  production  of  displays,  etc. 

(3)  General  information; 

(4)  Central  storage  and  easy  distribution  of  aids  and  materials. 

Only  two  programmes  were  tested  fully  but  showed  the  scheme  to  be  workable 
and  flexible.  Improvements  in  the  programmes  will  be  obtained  as  the  scope 
widens  to  include  dental  officers,  home  help  organisers,  chiropodists,  social 
workers,  etc.  in  the  discussions. 

Special  Projects 
Anti-Smoking 

Dr.  Browning  in  the  Plymstock  area  has  continued  with  his  talks  and  ques- 
tionnaires amongst  secondary  school-age  pupils,  on  the  subject  of  cigarette 
smoking.  (See  pages  1 14  and  1 15.) 

Appropriate  materials  and  visual  aids  have  been  forwarded  to  assist  him  to 
put  these  sessions  across  in  an  acceptable  and  positive  manner,  to  act  as 
motivation  to  encourage  free  discussion. 

This  also  applies  to  the  ground  planning  for  his  experimental  “Anti-Smoking 
Clinic”  at  Plymstock.  Progress  results  from  both  these  projects  should  be 
available  early  next  year. 

Smoking  in  psychiatric  and  geriatric  hospitals  was  studied  and  as  a result 
arrangements  have  been  made  to  include  regular  sessions  on  “Chest  health”  for 
nursing  cadets,  orientation  classes  and  refresher  courses. 


A Conference  of  Heads  of  Secondary  Schools  and  Domestic  Science  Teachers 

This  was  held  in  March  and  well  attended.  Although  health  education  is 
the  concern  of  all  teachers  it  was  felt  these  people  in  particular  would  be 
interested  in  the  content  of  a specially  designed  programme,  which  would 
emphasise  recent  social  changes  and  initiate  re-thinking  about  health  education 
for  pupils  in  county  secondary  and  grammar  schools. 
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The  county  domestic  science  organisers  assisted  the  health  education  officer  to 
plan  “A  New  Look  at  Health  Education  in  Secondary  Schools.” 

Four  speakers  presented  talks  under  the  following  headings: — 

“Is  the  Need  for  a New  Look  Bigger  than  We  Think?”  by  the  health 
education  officer. 

“Does  Hygiene  Still  Matter?”  by  a medical  officer. 

“Emotional  Development  and  the  Home”  by  a psychiatrist. 

“What  Sort  of  Society  are  We  Trying  to  Build?”  by  a sociologist. 

Afterwards  group  and  panel  discussion  reports  contained  these  conclusions, 
recommendations  and  replies  to  specific  questions : — 

(1)  That  more  research  on  the  teaching  of  social  health  was  necessary. 

(2)  That  health  education  should  not  be  time-tabled  as  “hygiene”. 

(3)  That  there  existed  a shortage  of  suitable  up-to-date  reference  material 

for  children. 

(4)  That  provision  for  adequate  consultation  be  made  between  head  teachers, 

teachers  and  experts  engaged  in  health  education. 

(5)  That  teachers  should  be  encouraged  to  be  liaison  officers  and  coun- 

sellors, as  well  as  deahng  with  health  problems  as  part  of  the 
curriculum. 

(6)  That  more  “experts”  should  give  talks  to  staff. 

(7)  That  smaller  groups  were  advisable  for  the  teaching  of  certain  health 

subjects. 

(8)  That  care  should  be  emphasised  to  make  sure  in  teaching  teenagers 

health  it  did  not  set  them  as  a race  apart. 

(9)  That  closer  contact  is  required  with  health  departments  for  information 

re  health  services  and  facihties  for  talks,  ete. 

(10)  That  closer  liaison  of  staff  and  psychiatrists  and  child  guidance  should 

exist  to  help  understand  emotional  problems  and  for  advice,  etc. 

(1 1)  That  many  teachers  feel  inadequate  or  incapable  of  dealing  with  youth’s 

emotional  problems. 

(12)  That  fuller  use  be  made  of  parent/teacher  associations,  to  encourage 

parents  to  take  more  responsibihty  with  their  cliildren’s  upbringing. 

(13)  That  rationalisation  is  need  to  eliminate  unnecessary  duplication  of 

health  education  by  people  encouraged  to  do  tliis  work. 

Venereal  Diseases 

During  the  year  the  department  gave  assistance,  aids  and  information  about 
this  subject  on  request.  The  topic  continues  to  be  raised  in  association  with 
personal  hygiene,  preparation  for  marriage,  leaving  school,  etc.  (See  page  118.) 

Smoking  and  Health 

Last  year’s  aims  have  been  completed  and  general  information,  posters  and 
“letter  to  parents”  were  distributed  as  planned.  Due  to  the  methods  of  health 
education  used,  it  is  not  possible  to  assess  accurately  the  amount  of  positive 
teaching  done  on  this  subject. 

During  the  next  year  up-to-date  information  on  materials  will  be  made  avail- 
able to  various  organisations  in  a persistent  campaign  against  smoking,  and  in 
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an  effort  to  get  parents  and  others  in  a position  of  influence  to  set  a good 
example. 

Further  Education 

The  principal  and  the  tutor  of  the  South  Molton  Further  Education  Centre 
were  both  anxious  to  promote  “parent  education”  and  applied  for  assistance 
with  the  design  of  an  experimental  series  of  illustrated  talks  and  discussions — 
as  a guide  for  adults  to  better  their  understanding  of  themselves  and  their  roles 
in  relation  to  the  emotional  and  physical  development  of  children. 

These  sessions  were  to  supplement  information  being  given  at  the  local 
D.C.C.  clinic. 

The  first  series  began  in  October,  entitled  “Parents  in  a Child’s  World”,  and 
was  divided  into  five  weekly  classes  with  the  health  education  officer  acting  as 
group  leader  for:  “Parents  as  Partners”;  “As  the  Babe  grows”;  “Toddlers’ 
Time”;  “The  Health  PersonaUty  of  the  Pre-School  Child”;  “What  Next? 
School!”. 

At  each  meeting,  the  small  group  was  posed  a pertinent  question  and, 
together  with  a suitable  visual  aid,  this  motivation  helped  to  promote  free 
discussion. 

Two  additional  sessions  were  requested  and  during  the  giving  of  these,  the 
health  education  officer  was  able  to  elicit  valuable  points  to  incorporate  in  a 
forthcoming  series.  The  group  decided  it  wanted  more  information  on  various 
emotional  aspects  relevant  with:  “Growing  Independence”;  “Habits”;  “Telling 
a Child  about  Sex”;  “Preparation  to  Enjoy  School”;  “The  Triangle — School, 
Home,  Self”. 

An  account  of  the  success  or  failure  of  these  experiments  will  be  included  in 
the  1964  Annual  Report,  as  it  is  too  soon  yet  to  establish  conclusions  one  way 
or  the  other. 

The  Future  of  the  Health  Education  Service 

Many  worthwhile  projects  had  to  be  curtailed  due  to  the  lack  of  finances 
but  if  the  department  is  to  continue  to  fulfil  its  role  in  preventive  medicine  it  is 
hoped  that  those  responsible  for  policy  will  give  full  consideration  to  the  long 
term  aims  of  health  education. 

Publicity  and  self-advertisement  is  rapidly  increasing  the  demands  for  health 
education,  and  future  work  may  easily  be  jeopardised  if  programmes  have  to 
be  curtailed  and  requests  for  help  refused. 


THE  AMBULANCE  SERVICE 

Section  27  of  the  National  Health  Service  Act,  1946,  places  on  local  health 
authorities  the  responsibility  of  providing  ambulances  and  other  means  of 
transport,  where  necessary,  for  the  conveyance  of  persons  suffering  from  ill- 
ness, or  expectant  and  nursing  mothers,  from  places  in  their  area  to  places 
outside  their  area.  The  words  “where  necessary”  are  generally  interpreted  as 
meaning  the  provision  of  transport  to  or  from  the  nearest  hospital  at  which  the 
treatment  required  by  the  patient  can  be  given  assuming  the  patient  is  unfit 
by  reason  of  mental  or  physical  disability  to  travel  by  public  transport.  A 
further  provision  under  section  27  allows  local  health  authorities  to  delegate 
the  provision  of  an  ambulance  service  to  the  voluntary  organisations. 
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The  Devon  County  Council  have  taken  advantage  of  this  provision  and  have 
been  very  fortunate  in  being  able  to  rely  on  the  voluntary  organisations  of 
St.  John,  the  British  Red  Cross  Society  and  the  hospital  car  service,  to  provide 
the  service  on  their  behalf. 

The  county  council  have  entered  into  agreements  with  32  local  voluntary 
organisations  in  the  county.  Twenty-five  of  these  organisations  are  St.  John, 
five  are  Red  Cross,  one  is  a joint  committee  of  St.  John  and  the  Red  Cross,  and 
the  other  is  an  ad  hoc  committee  made  up  of  local  people.  This  agreement 
provides  for  the  local  association  to  appoint  and  train  such  whole-time  personnel 
as  may  be  required  to  run  the  service  in  addition  to  the  considerable  number  of 
voluntary  members.  All  full-time  personnel,  therefore,  are  the  employees  of 
the  local  association,  but  the  county  council  reimburse  all  running  expenses 
of  the  ambulance  service  including  staff  salaries,  provision  of  office  equipment, 
the  upkeep  of  vehicles,  lighting,  heating,  rents  and  national  and  other  approved 
insurances.  The  county  council  also  provide  the  uniform  for  the  full-time 
personnel.  The  number  of  vehicles  owned  by  the  association  has  dropped  from 
forty  or  so  in  1948,  to  six  at  the  present  time,  and  it  is  the  county  council’s 
policy  to  replace  all  locally  owned  ambulances  by  one  provided  by  the  county 
council.  The  county  council  now  own  sixty  of  the  sixty-six  ambulances  used 
on  ambulance  work.  A provision  of  the  agreement  is  that  officers  of  the  county 
council  can  inspect  vehicles,  premises  and  personnel  at  any  time.  It  is  part  of 
the  county  ambulance  officer’s  terms  of  appointment  to  be  responsible  for 
encouraging  and  fostering  the  voluntary  effort  as  far  as  possible  and  to  ensure 
that  whatever  aid  is  required  by  the  local  associations  in  order  to  carry  out 
their  duties  under  the  agreement,  is  given.  He  is  assisted  in  this  task  by  the 
ambulance  liaison  officer,  who  is  appointed  by  St.  John  and  the  Red  Cross  to 
look  after  their  interests,  and  to  liaise  with  the  county  ambulance  officer. 
There  is  no  doubt  that  this  arrangement  has  resulted  in  Devon  being  able 
to  rely  on  the  voluntary  organisations  to  run  their  own  ambulance  service 
much  longer  than  has  been  possible  in  other  authorities.  Complaints  concerning 
the  service  are  reported  both  to  the  head  of  St.  John  or  the  Red  Cross  and  the 
county  medical  officer,  who  between  them  decide  what  action  to  take  to 
remedy  any  shortcomings.  In  this  they  are  advised  by  the  ambulance  liaison 
officer  and  the  eounty  ambulance  officer. 

The  agreement  also  provides  for  the  introduction  of  radio  control  and  it  says 
much  for  the  good  relations  which  exist  between  the  county  council  and  the 
voluntary  organisations  to  be  able  to  report  that  the  introduction  of  radio 
control  with  county  council  servants  as  the  control  officers,  was  carried  out 
so  smoothly  without  any  friction  whatsoever.  The  county  council  are  grateful 
to  the  members  of  the  voluntary  organisations  who  have  adapted  themselves  to 
this  new  mode  of  ambulance  work. 

I do  not  think  it  is  generally  appreciated  how  much  voluntary  work  comes 
into  the  provision  of  the  ambulance  service.  Whilst  a small  call-out  fee  is 
paid  to  volunteers  for  the  time  they  are  actually  working  on  the  ambulance, 
no  payment  whatsoever  is  made  for  the  enormous  number  of  hours  they  stand 
by  waiting  for  a call.  There  is  also  a large  amount  of  voluntary  work  carried 
out  by  the  officers  of  the  voluntary  organisations  in  arranging  rosters,  training, 
etc. 

The  majority  of  the  sitting  case  work  is  carried  out  by  the  hospital  car 
service.  This  consists  of  a number  of  private  car  owners  who  put  their  services 
at  the  disposal  of  the  ambulance  service.  Nothing  is  paid  to  these  drivers  for 
the  time  they  put  into  the  service,  but  they  do  receive  a small  mileage  allowance, 
which  is  agreed  nationally,  to  cover  the  cost  of  petrol,  oil  and  fair  wear  and 
tear. 
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Mention  must  also  be  made  of  the  work  put  into  the  hospital  car  service 
by  the  area  transport  officers  who  receive  all  requests  for  sitting  case  transport, 
and  who  organise  the  journeys  wliich  are  required.  These  persons  spend  a 
tremendous  amount  of  time  on  this  work  and  except  for  a very  small  clerical 
allowance  do  the  work  voluntarily. 

The  people  of  Devon  should  be  grateful  and  proud  of  the  fact  that  there 
are  so  many  public  spirited  individuals  available  in  the  county  to  keep  the 
ambulance  and  hospital  car  service  working  on  these  lines. 

There  are  thirty-two  ambulance  stations  in  the  county  and  they  have  been 
organised  under  four  area  control  offices  at  Barnstaple,  Exeter,  Plympton 
and  Torquay.  These  areas  are  more  or  less  co-terminous  with  the  catchment 
areas  of  the  hospitals  which  they  serve.  By  this  means  the  majority  of  the  am- 
bulance journeys  in  one  control  area  are  made  towards  the  focal  point,  namely 
the  main  hospital  for  the  area.  This  lends  itself  to  a better  co-ordination  of 
journeys. 

Emergency  Calls 

All  emergency  calls  on  the  ambulance  service  are  connected  direct  to  the 
appropriate  control  office  by  the  telephone  service.  It  is  important,  therefore, 
that  persons  making  an  emergency  ambulance  call  should  carry  out  the  in- 
structions on  the  disc  of  the  telephone  upon  which  the  call  is  made.  In  most 
parts  of  the  county  this  means  dialling  999. 

Long  Distance  Journeys 

British  Railways  provide  excellent  facihties  for  the  transfer  of  stretcher  and 
sitting  cases.  It  is  not  generally  appreciated  that  a stretcher  case  can  travel 
much  more  quickly  and  comfortably  by  rail  than  by  other  means  and  that  a 
special  stretcher  is  available  to  ensure  that  the  patient  is  able  to  travel  the  whole 
journey  from  door  to  door  on  one  stretcher  without  being  moved. 

Infectious  Diseases 

Arrangements  for  the  transport  of  patients  suffering  from  infectious  diseases 
are  made  from  the  following  stations : 

Torquay,  Plympton  and  Barnstaple, 

and  in  the  case  of  East  Devon  by  the  Exeter  County  Borough  ambulance 
service. 

Smallpox 

Agency  arrangements  exist  with  the  Exeter  County  Borough  and  Plymouth 
County  Borough  ambulance  services  for  the  conveyance  of  smallpox  patients. 
Cases  occurring  east  of  a line  between  Bideford  and  Dartmouth  are  dealt 
with  by  Exeter  and  west  of  that  line  by  Plymouth. 

Premature  Baby  Incubators 

Premature  baby  incubators  are  kept  at  Torquay,  Plympton,  Barnstaple  and 
Honiton  ambulance  stations,  and  can  be  obtained  by  telephoning  the 
appropriate  ambulance  control  office. 

Emergency  Flying  Squad 

An  ambulance  is  placed  at  the  disposal  of  the  emergency  flying  squad  at 
the  Torbay  Hospital  as  and  when  required. 
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Agency  Arrangements  with  Exeter  County  Borough 

The  Devon  County  Council  have  entered  into  an  agency  arrangement  with 
the  Exeter  County  Borough  Council  whereby  Exeter  undertakes  the  provision 
of  an  ambulance  service  in  those  parts  of  Devon  adjacent  to  Exeter  and  Devon 
undertakes  the  administration  of  the  hospital  car  service  within  the  City  of 
Exeter.  Appropriate  financial  adjustments  are  made. 


Statistics 

Ambulances 

Patients  . . 
Emergency  Calls 
Mileage  . . 

Hospital  Car  Service 

Patients  . . 

Mileage  . . 

Hired  Cars 

Patients  . . 

Mileage  . . 

Total  Patients 
Total  Mileage 


1962 

1963 

65,776 

69,856 

9,337 

9,426 

730,860 

762,787 

185,003* 

212,902* 

2,037,265 

1,986,395 

5,029 

6,598 

17,199 

27,238 

255,808 

289,356 

2,785,324 

2,776,420 

* Figures  not  comparable  as  method  of  calculation  was  brought  into  line  with 
method  for  calculating  ambulance  patients. 

It  will  be  seen  that  the  number  of  patients  carried  by  ambulance  has  again 
increased,  this  time  by  something  like  6%.  The  average  miles  per  patient 
continues  to  drop  and  there  is  no  doubt  that  this  is  largely  due  to  the  introduction 
of  radio  and  the  co-ordination  of  journeys  by  the  ambulance  control  staff. 
The  number  of  emergencies  has  increased  by  almost  a hundred,  and  it  will  be 
appreciated  that  one  emergency  call  generally  results  in  several  subsequent 
journeys  by  the  patient  to  hospital  for  plaster  check,  physiotherapy  and  the 
like. 

It  is  interesting  to  look  back  over  the  last  ten  years  to  see  how  much  the  work 
of  the  ambulance  service  has  increased. 

Year  ended  Patients  Carried  Miles  Travelled  Miles  per  Patient 
31.12.53  39,531  610,817  15.5 

31.12.63  69,856  762,787  10.9 

Whilst  the  number  of  patients  carried  has  increased  by  76.7%  the  number  of 
miles  travelled  has  increased  by  only  24.7%,  and  the  number  of  miles  per 
patient  has  dropped  by  4.6. 


Radio  Control 

Torbay  Area 

This  area  was  the  pioneer  of  radio  control  in  Devon  and  continues  to  work 
very  efficiently.  The  loss  of  a full-time  volunteer  at  Ashburton  was  met  without 
a replacement  and  a 15%  increase  in  the  number  of  patients  carried  in  this  area 
since  radio  control  was  introduced  has  been  covered  without  any  additional 
staff  or  vehicles. 
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North  Devon  Area 

Radio  control  was  introduced  in  the  North  Devon  area  on  the  10th  April, 
1963,  and  it  is  now  possible  to  review  the  results  of  the  first  seven  months 
working.  Compared  with  the  same  seven  months  of  1962,  the  number  of 
patients  carried  has  increased  by  1,297,  but  the  number  of  miles  travelled  has 
increased  by  only  4,465.  The  number  of  miles  per  patient  has  been  reduced  by 
2.21  from  14.16  to  11.95  and  as  the  total  number  of  patients  carried  per  year  in 
the  area  is  in  the  region  of  1 1,000  it  is  apparent  that  some  savings  have  resulted. 

West  Devon  Area 

Radio  control  was  introduced  here  on  the  7th  May,  1963.  The  first  seven 
months  of  its  working  shows  that,  compared  with  the  same  seven  months  of 
1962,  the  number  of  patients  carried  has  increased  by  768  and  the  mileage 
increased  by  4,472.  The  number  of  miles  per  patient  has  been  reduced  by 
1.32  from  13.81  to  12.49.  The  number  of  patients  carried  per  year  in  this  area 
is  approximately  8,500  so  that  whilst  there  have  been  some  savings  they  have 
not  been  so  great  as  those  in  north  Devon. 

1 think  it  is  fair  to  say  that  without  radio  control  the  council  would  have  been 
involved  in  considerable  expense  on  extra  ambulances  and  personnel  in  order 
to  cope  with  the  ever  increasing  number  of  patients.  Equally  important,  of 
course,  is  the  increased  efficiency  of  the  service,  particularly  in  responding  to 
emergency  calls.  Tribute  must  be  paid  to  the  control  staff  who  have  carried  out 
their  duties  so  conscientiously  and  to  the  driving  staff  who  have  adapted 
themselves  to  radio  control  procedure  so  quickly  and  well. 

Audible  and  Visual  Warnings 

The  introduction  of  two-tone  horns  as  audible  warning  devices  has  been  very 
successful.  They  have  proved  very  effective  in  clearing  a way  through  traffic. 
The  blue  flashing  hght  visual  warning  is  also  a great  help. 

The  Blizzard 

The  ambulance  service  experienced  a very  trying  time  during  the  ten  weeks 
of  Arctic  conditions  during  January,  February  and  the  beginning  of  March.  The 
personnel  acquitted  themselves  exceedingly  well.  All  personnel  have  been 
thanked  for  the  sterling  work  they  did  under  exceptionally  trying  conditions. 
Many  instances  were  reported  to  me  of  ambulance  crews  digging  their  way 
tluough  to  patients,  making  long  carries  in  atrocious  conditions,  and  generally 
upholding  the  traditions  of  the  service  in  ensuring  that  the  needs  of  the  patients 
were  met  despite  the  odds.  I have  also  thanked  the  hospital  car  service  drivers 
who  braved  the  weather  at  this  time. 

Great  help  was  received  from  the  county  surveyor’s  staff  who  on  many 
occasions  cleared  a way  for  our  ambulances  with  snow  ploughs.  Our  neighbour- 
ing authorities,  who  in  some  cases  were  able  to  approach  a patient  in  Devon 
by  roads  less  blocked  than  those  from  our  side  of  the  border  also  came  to  our 
aid.  We  were  also  grateful  for  the  loan  of  a sledge  from  the  Plymouth  Ambulance 
Authority  which  enabled  us  to  move  a patient  from  Dartmoor.  Much  help  was 
received  from  local  farmers  with  their  tractors  and  local  garages  in  freeing 
snowbound  ambulances.  Tribute  must  also  be  paid  to  the  work  of  the  R.A.F. 
Air  Rescue  Service,  more  details  of  which  are  given  in  the  paragraph  on  air 
transport  later  in  this  report. 

Our  ambulances  received  a severe  battering  during  this  period.  Use  of  chains 
had  to  be  continued  for  some  considerable  time,  and  although  main  roads 
were  clear,  chains  had  to  be  kept  on  in  order  to  cope  with  side  roads  which 
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were  still  snow  and  ice  bound.  In  addition  running  over  the  rutted  ice  did  no 
good  at  all  to  the  ambulances  and  many  of  them  received  a severe  shaking. 
As  was  to  be  expected  the  number  of  accidents  experienced  by  ambulances 
increased,  but  I am  satisfied  that  the  reason  for  this  was  the  prevailing  conditions 
at  the  time. 

New  Stations 

One  new  ambulance  station  was  opened  during  the  year  at  Crediton. 

Civil  Defence 

A local  instructors’  course  for  the  ambulance  and  first  aid  section  was  organised 
during  the  year.  Eleven  candidates  took  the  examination  and  all  passed.  Three 
candidates  were  also  sent  to  the  Home  Office  School,  Falfield,  to  qualify  as 
instructors.  One  obtained  a “special”  certificate  and  two  obtained  “credit” 
certificates. 

All  ambulance  control  officers  except  one  are  now  qualified  instructors  in 
the  ambulance  and  first  aid  section  of  the  Civil  Defence  Corps.  The  unqualified 
man  will  be  sent  on  a course  early  in  1964. 


COMMUNITY  CAKE  FOR  THE  ADULT  HANDICAPPED 

The  work  of  the  adult  health  section  during  the  past  year  has  been  largely 
characterised  by  consolidation,  with  existing  facilities  slowly  expanding  to 
cater  for  a steadily  increasing  number  of  persons.  The  most  important  develop- 
ments are: — 

1.  The  completion  of  the  purchase  of  Hawley  Hospital  and  grounds,  the 
former  for  adaptation  to  a hostel  for  twenty-eight  handicapped  adults 
and  the  latter  as  a site  for  an  adult  training  centre  for  120  men  and 
women. 

2.  The  commencement  of  Plympton  Workshops  (three  days  per  week). 

3.  The  birth  of  embryonic  rehabilitation  units  in  conjunction  with  the 
workshops  at  Barnstaple,  Plympton,  Exmouth,  Axminster  and  Tavistock. 

Social  Workers  in  Mental  Health  (Mental  Welfare  Officers) 

Whilst  providing  community  care  for  all  types  of  mentally  disordered  adults 
the  field  staff  of  eighteen  social  workers  are  based  on  eleven  centres  which  are 
grouped  in  four  areas,  each  of  which  serves  the  catchment  area  of  the  psychiatric 
hospital  or  the  proposed  psychiatric  units  to  be  attached  to  the  future  new 
Barnstaple  and  Torbay  District  Hospitals  where  out-patient  clinics  are  already 
in  existence. 

1.  East  and  Central  Devon:  {Exe  Vale  Hospital  with  additionalout-patient 
facilities  at  Exeter  and  Axminster). 

Social  workers  based  at  Exeter,  Honiton,  Tiverton  and  Okehampton. 

2.  North  Devon:  {Barnstaple  out-patient  clinic  with  additional  out-pntieat 
facilties  at  Bideford). 

Social  workers  based  at  Barnstaple  and  Bideford. 

3.  South-West  Devon:  (Moorhaven  Hospital  and  the  associated  Nuffield 
Centre  at  Plymouth). 

Social  workers  based  at  Plymstock  and  Kingsbridge. 
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4.  South  Devon  : (Exe  Vale  Hospital  and  Torbay  Hospital  out-patient  clinic 
with  additional  out-patient  facilities  at  Newton  Abbot). 

Social  workers  based  at  Paignton,  Torquay  and  Newton  Abbot. 

Case  Load 

Social  Workers' Case  Loads  1963  1962 

Total  active  case  load  ..  ..  ..  2,407  2,135 

Average  per  social  worker  ..  ..  133.7  118.6 

This  active  case  load  is  far  higher  than  is  desirable  if  adequate  community 
care  is  to  be  given.  Additionally,  there  is  a non-active  case  load  and  the  social 
workers  are  asked  to  visit  such  patients  yearly  if  they  have  not  in  the  meantime 
met  them  or  a near  relative  casually  and  learnt  that  their  condition  remains 
satisfactory. 

On  an  average,  a social  worker,  if  not  engaged  in  hospital  admission,  dis- 
charge or  out-patient  clinic,  etc.,  can  complete  eight  visits  per  day  which  means 
that  because  of  these  other  duties  he  can  see  each  patient  on  his  active  community 
care  list  only  about  once  every  two  months!  This  situation  certainly  does  not 
allow  real  preventive  work  to  be  undertaken. 

Community  care  of  mentally  retarded  children  is  provided  by  health  visitors, 
with  social  workers  called  in  only  when  there  are  special  problems  or  to  arrange 
admission  to  a psycliiatric  hospital.  The  arrangement  emphasises  the  fact  that 
we  are  dealing  primarily  with  children  who  should  not  be  treated  differently 
from  other  children,  including  those  with  physical  handicaps.  It  also  goes  some 
Vv'ay  to  cutting  down  on  the  number  of  visitors  to  any  one  family,  as  the  health 
visitor  is  often  already  visiting  because  there  is  another  child  or  elderly  relative. 


Sources  of  referral  of  all 
categories  of  new  patients 

1963 

1962 

General  Practitioners 

747 

539 

Hospitals,  on  discharge 

380 

291 

' Hospitals,  Out-patients  Dept. 

386 

276 

Police  and  Courts 

54 

47 

Other  sources 

341 

251 

TOTALS 

1,908 

1,404 

Of  the  five  hundred  patients  referred  to  the  social  workers  in  this  year,  the 
general  practitioners  and  hospitals  each  provide  an  additional  two  hundred. 
These  figures  are  indicative  of  the  inereasing  use  being  made  of  the  social 
worker  in  the  sphere  of  community  care  for  all  types  of  mentally  disordered 
persons. 


MENTAL  ILLNESS 


Social  Workers  1963  1962 

Total  active  case  load  . . . . . . 1,480  1,286 

Visits  to  patients  ..  ..  ..  ..  12,620  11,271 

The  emphasis  of  all  those  who  work  in  this  field  must  be  on  the  prevention 
of  mental  ill-health,  and  tliis  must  commence  before  the  cradle  and  continue 
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throughout  childhood  to  embrace  all  the  ages  of  man.  The  social  worker  is 
no  longer  simply  a “taxi-driver”  taking  persons  to  hospital.  He  must  play  his 
increasingly  important  part  as  a colleague  of  both  general  practitioner  and 
psychiatrist— preventing  where  possible,  assisting  when  treatment  is  required 
and  then  making  available  all  his  resources  old  and  new  so  that  continued  good 
health  is  assured.  With  his  new  skills  and  new  ideas  come  a greatly  increased 
responsibility  and  this  must  be  fostered  if  he  is  to  play  his  role  alongside  medical 
and  non-medical  colleagues  in  the  promotion  of  sound  mental  health.  With 
this  in  mind  the  committee  have  wisely  agreed  the  pohcy  of  sending  social 
workers  on  selected  courses  and  it  is  anticipated  that  one  or  two  will  thus 
benefit  yearly.  During  1962  two  social  workers  completed  the  first  part  of  the 
one-year  Younghusband  Course  arranged  in  London  by  the  National  Institute 
for  Social  Work  Training,  whilst  a third  continued  with  his  part-time  studies  for 
the  Exeter  University  Diploma  in  Social  Administration  and  a fourth  com- 
menced the  psychiatric  social  workers’  course  at  Southampton  University.  The 
senior  social  worker  was  released  for  a two-year  period  to  undertake  work  in 
St.  Louis,  Missouri,  and  it  is  expected  that  he  will  send  us  ideas  from  the 
United  States. 


Trainee  Social  Worker 

With  the  aim  of  providing  in  the  future  for  suitably  qualified  and  experienced 
social  workers,  both  to  replace  existing  staff  as  they  retire  and  also  to  provide 
for  the  expansion  of  the  service,  a trainee  scheme  was  commenced  in  1962. 
A young  social  worker  with  the  academic  qualification  of  B.A.  (Hons.)  Sociology 
was  appointed,  and  practical  training  arranged  not  only  within  the  health 
department  but  additionally  in  the  children’s,  probation  and  welfare  depart- 
ments through  the  kind  co-operation  of  the  chief  officers  concerned.  If  success- 
fully trained,  this  and  future  students  will  be  offered  vacancies  in  the  estabhsh- 
ment  and  at  a later  date  may  become  eligible  for  a psychiatric  social  worker 
course  at  one  of  the  universities. 


In-Service  Training 

Owing  to  the  number  of  social  workers  away  from  the  county  during  1963, 
no  in-service  courses  were  arranged.  The  hospitals,  equally  short-staffed,  did 
not  arrange  for  any  of  their  nurses  to  be  attached  to  the  social  workers.  It  is 
hoped  that  this  valuable  interchange  of  staff  can  be  recommenced  as  early  as 
possible. 

Voluntary  Visitors 

In  association  with  the  psycliiatric  hospitals  and  the  social  workers  in  mental 
health,  together  with  the  patients’  consent,  the  W.V.S,  have  commenced  a 
much  appreciated  visiting  service.  Mrs,  F.  Helen  Slinn,  Joint  Assistant  County 
Organiser  for  W.V.S.,  in  her  report  states  that  several  villages  in  the  St.  Thomas 
Rural  District  have  adopted  different  wards  at  Exe  Vale  Hospital,  Exminster, 
and  they  visit  these  patients  whilst  in  the  hospital  and  also  invite  them  to  their 
homes  and  for  outings  during  the  summer.  Other  members  visit  individual 
patients  in  hospital,  whilst  some  members  keep  in  contact  with  patients  when 
they  return  home  to  distant  parts  of  the  county.  Members  have  been  helping 
patients  in  their  own  homes,  encouraging  them  to  lead  normal  lives,  assisting 
them  with  cooking,  shopping,  etc.;  others  have  been  encouraged  to  join  the 
Women’s  Institute,  Townswomen’s  Guild  or  other  organisations  including 
the  W.V.S.  itself.  At  Exminster  a club  has  been  organised  and  in  the  therapy 
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department  members  play  whist  with  the  patients  and  also  run  a trolley  shop 
in  about  twenty  wards  on  four  afternoons  per  week. 

At  the  Royal  Western  Counties  Hospital,  Starcross,  the  W.V.S.  run  a shop 
and  canteen  which  has  been  open  from  10.30  a.m.  to  5.30  p.m.  on  six  days  a 
week,  and  is  manned  by  a rota  of  ninety  members. 

In  1963,  the  W.V.S.  organised  holidays  for  fifty  out-county  mentally  handi- 
capped cliildren  at  Hope  Cove. 


Therapeutic  Social  Clubs 

There  are  four  such  clubs  in  Devon  situated  at  Barnstaple,  Bideford,  Paignton 
and  Torquay.  Each  is  basically  run  along  the  same  fines,  its  programmes  and 
affairs  being  decided  largely  by  a committee  of  former  patients  with  only  minimal 
guidance  from  the  social  workers  who  stay  as  much  as  possible  in  the  back- 
ground. Meeting  on  one  evening  per  week,  each  is  attended  by  one  or  more 
of  the  social  workers,  who  are  then  available  for  advice  and  guidance;  by  other 
members  of  the  health  department  staff;  by  members  of  many  voluntary 
organisations  who  also  help  considerably  with  transport  arrangements;  and 
by  individuals  acting  as  friends  of  the  club.  The  main  activities  consist  of  games, 
dancing,  sing-songs,  attending  various  entertainments  and  enjoying  professional 
or  amateur  entertainers.  In  the  summer,  coach  tours,  mystery  trips  and  a 
treasure  hunt  were  arranged,  whilst  all  the  clubs  organised  successful  Christmas 
parties  and,  in  one  instance,  a Christmas  dinner  at  a local  hotel. 

The  clubs  organise  much  of  their  own  finance  themselves  and,  in  the  case 
of  Paignton,  who  use  a county  council  building,  the  whole  of  their  running 
costs  are  met  from  their  own  resources.  A small  grant  is  made  by  the  county 
council  to  the  other  three  clubs,  mainly  to  pay  the  cost  of  the  rental  of  premises . 

In  the  case  of  loneliness  or  sickness  amongst  club  members  there  are  arrange- 
ments whereby  the  club  will  send  selected  members  as  sick  visitors  and  in  addition 
have  provided  meals,  performed  errands  and  generally  given  support.  Where 
members  are  interested  it  is  possible  for  them  to  be  taught  handicrafts  by  the 
occupational  therapists  who  voluntarily  attend  the  clubs. 

Bideford  Therapeutic  Club  opened  on  8th  April,  1963,  and  by  the  end  of 
the  year  had  a membership  of  fifty-eight.  It  has  had  an  excellent  beginning  with 
valuable  help  from  local  organisations,  with  particular  mention  of  the  Bideford 
Branch  of  the  North  Devon  Society  for  the  Handicapped,  and  the  boys  from 
Grenville  College  who  provided  a record  player  and  money  which  was  used 
to  purchase  gramophone  records.  A Christmas  Fayre  was  organised  and  the 
sale  of  work  realised  over  £50  towards  the  club  funds.  The  other  three  clubs  at 
Barnstaple  (51  members),  Torquay  (119  members)  and  Paignton  (56  members) 
have  continued  to  play  an  extremely  valuable  part  in  the  rehabilitation  of  former 
patients. 

At  Barnstaple  a garden  fete  raised  £45  and  a Christmas  draw  £47  towards 
club  funds.  It  is  a pleasure  to  place  on  record  appreciation  of  the  work  of  the 
Soroptomists  who  not  only  arranged  the  Christmas  party  but  also  ran  the  club 
monthly. 

A fire  disaster  deprived  the  Torquay  Club  of  its  pleasant  accommodation 
over  a local  restaurant  but  the  social  worker  in  charge  quickly  made  new 
arrangements  with  the  Y.M.C.A.  where  the  club  is  now  functioning  in  a splendid 
new  room  that  has  just  been  added  to  their  building.  It  was  mentioned  in  the 
last  report  that  the  prestige  of  this  club  was  enhanced  by  its  meeting  in  the 
same  room  as  used  by  the  Torquay  Rotary  Club,  and  in  spite  of  the  fire  this  is 
still  the  case. 
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Devon  residents  living  in  areas  surrounding  Exeter,  and  Devon  social 
v/orkers,  are  welcomed  at  the  new  Exeter  City  Therapeutic  Social  Club  which  was 
opened  on  22nd  July. 

By  the  kind  permission  of  the  Editor  The  British  Hospital  and  Social  Service 
Journal  the  following  is  a slightly  shortened  version  of  the  paper  written  by 
one  of  Devon’s  social  workers,  Mr.  H.  J.  Corpe: 


“Therapeutic  Social  Clubs  for  the  Mentally  Disordered’’ 

“The  aim  and  purpose  of  tlie  therapeutic  social  club  is  to  help  people  over- 
come difficulties  they  have  in  personal  relationships  and  in  living  and  working 
with  others.  The  club  is  intended  mainly  for  those  who  do  not  need  to  be  in 
hospital  but  are  receiving,  or  have  received,  treatment  for  nervous  or  psychiatric 
disorder.  Many  of  the  earlier  clubs  catered  for  ex-patients  but  were  situated 
within  the  hospital  and  not  the  community.  It  seems  likely  in  such  circumstances 
the  club  members  felt  a temporary  sense  of  security  that  could  desert  them  once 
they  left  the  hospital  grounds. 

The  first  priority  should  be  to  obtain  premises  in  a normal  and  pleasant 
environment  away  from  hospital  or  social  agency  setting. 

The  Founder  Members 

Once  premises  have  been  found,  consultations  should  take  place  attended 
by  the  county  medical  officer  or  liis  representative,  the  psycliiatrist  in  whose 
area  the  club  will  operate,  and  all  social  workers  concerned  with  the  club’s 
future.  These  consultations  will  decide  the  type  of  client  for  whom  the  club 
will  cater.  The  club  can  be  solely  for  neurotics  or  psychotics  or  both.  Age 
limits  might  be  thought  necessary. 

Possibly,  the  most  important  task  will  be  to  select  persons  who  will  be  the 
club’s  founder  members  and  the  rock  upon  which  the  club  will  be  built. 
Whatever  is  eventually  decided,  everyone  concerned  should  have  opportunity 
to  express  opinion,  especially  the  social  workers  who  run  the  club.  Selection  of 
founder  members  should  be  made  v/ith  a view  to  those  selected  forming  the 
first  club  committee.  Special  attention  needs  to  be  given  to  the  posts  of  chairman, 
secretary  and  treasurer:  personality  and  past  social/career  experience  are 
important  factors. 

After  the  final  selection  a personal  approach  should  be  made  to  the  persons 
concerned,  inviting  them  to  the  club’s  opening  night. 

The  initial  task  on  the  opening  night  is  to  make  members  feel  at  ease  and 
especially  welcome.  An  explanatory  talk  should  then  follow,  outfining  the 
aims  and  purpose  of  the  club,  and  additionally  what  is  hoped  will  be  their 
role  in  the  club’s  future.  Sonietliing  on  the  following  lines  has  proved  useful 
and  fruitful  on  past  occasions : 

‘The  purpose  of  the  club  is  to  provide  social  contact  and  amenities  for  future 
members  and  yourselves,  as  part  of  the  community  social  services;  the  basic 
aim  of  the  club  is  to  help  others.  Members  should  not  think  by  this  we  mean 
help  them  personally— quite  the  contrary,  they  had  been  chosen  as  founder 
members  since  it  was  considered  their  particular  personalities,  experience  and 
ability  would  assist  us  in  helping  others.  When  we  help  others  we  help  ourselves, 
for  in  doing  so  we  gain  a mental  or  spiritual  uplift.’  These  remarks  must  be 
true.  The  type  of  persons  under  discussion  are  sensitive  to,  and  quick  to  detect 
insincerity.  The  idea  of  such  remarks  is  to  promote  a feeling  for  the  club  that 
will  tie  members  to  it.  After  the  opening  address  there  should  be  a break  for 
refreshments  and  general  discussion.  The  formation  of  the  club’s  general 
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committee  and  sub-committees  can  then  take  place.  Volunteers  for  the  posts 
of  chairman,  secretary  and  treasurer  may  be  slow  in  olfering  themselves, 
but  if  selection  has  been  good  a little  prodding  and  prompting  of  the  appropriate 
persons  will  get  over  any  difficulty  of  tliis  kind.  Once  the  committees  have 
been  formed,  it  is  a good  idea  to  set  an  immediate  aim  for  the  club.  One  club 
formed  in  July  1961  made  an  immediate  aim  to  provide  Christmas  gifts  for 
patients  in  a certain  psychiatric  hospital.  Fund-raising  activities  were  so  success- 
ful that  the  scheme  was  widened  to  include  patients’  children. 

Finally,  it  is  necessary  to  bring  the  evening  to  a successful  close.  A good  way 
of  doing  this  is  to  spend  the  last  ten  or  ^teen  minutes  community  singing; 
this  can  be  started  by  someone  playing  old  English  songs  or  hymns  on  a piano. 
A little  prompting,  and  it  is  remarkable  how  easily  everyone  commences  to 
sing.  Members  seem  particularly  fond  of  this  pastime  and  would  extend  it 
considerably  if  allowed.  However,  its  very  value  in  sending  members  home 
happy  hes  in  their  desire  for  more.  It  is  a shrewd  move  therefore  to  confine 
community  singing  to  the  last  ten  or  fifteen  minutes  of  each  club  meeting. 

The  impression  may  have  been  given  from  what  has  been  said  that  activities 
should  be  geared  to  charitable  drives ; tliis  is  far  from  the  case,  although  charitable 
drives  can  provide  the  background  to  the  club’s  activities.  Sometimes,  in  spite 
of  every  form  of  weekly  entertainment  and  endeavour,  feeling  in,  and  for,  the 
club  languishes  and  weekly  attendance  dwindles.  With  some  clubs  when  this 
happens  attendance  figures  are  maintained  by  social  workers  using  persuasive 
methods  on  new  and  old  members  to  get  them  to  attend  the  club.  This  is  a 
bad  practice  and  does  nothing  to  dispel  or  avoid  the  lack  of  enthusiasm  and 
apathy.  Neither  does  it  deal  with  the  basic  problem,  which  is  that  members  are 
not  identifying  themselves  with  the  club;  that  the  club  is  not  a living  thing  with 
continuity  of  action  and  aims.  This  is  where  the  background  of  charitable 
activities  help,  since  they  provide  a continuity  of  action  and  thought.  When 
members’  efforts  come  to  fruition  they  feel  good  in  themselves  and  identify 
this  feeling  with  the  club,  as  for  instance  in  the  case  previously  quoted,  where 
club  members  were  able  to  distribute  Christmas  gifts  to  patients  in  hospital. 
Occasions  such  as  these  engender  an  enthusiasm  for  the  club  that  will  override 
any  tendency  to  apathy. 

Nevertheless  it  is  wise  not  to  overdo  charitable  activities.  They  should  be 
kept  to  the  background  and  brought  to  the  fore  on  appropriate  occasions. 
Care  should  be  used  in  ensuring  members  are  not  overburdened  with  fund- 
raising activities.  Although  useful  to  be  registered  for  lottery  purposes,  tickets 
should  be  given  to  various  departments,  organisations  and  individuals  to  sell 
and  not  given  in  large  bulk  to  members.  It  is  worrying  for  members  to  have  to 
sell  large  numbers  of  tickets;  it  is  more  helpful  for  them  to  suggest  or  find 
organisations,  such  as  church  clubs,  hotels  and  shops  to  whom  books  of  tickets 
can  be  given.  On  the  other  hand  members  seem  to  enjoy  undertaking  all  the 
detailed  organisation  of  jumble  sales  and  coffee  mornings. 

Arranging  Entertainments 

Every  week  there  should  be  entertainments  of  some  description;  this  will  be 
the  responsibility  of  the  entertainments  sub-committee.  Experience  has  shown 
that  most  amateur,  semi-professional  and  professional  entertainers  will  give 
their  services  free  to  a club  of  this  kind.  Contact  can  be  made  with  the  artists 
concerned  either  by  letter  or  personal  approach.  Where  a personal  approach 
is  appropriate  this  should  be  made  by  the  social  worker. 

Entertainment  should  be  of  one  hour’s  duration  where  possible;  the  rest 
of  the  evening  devoted  to  general  conversation  with  community  singing  for  the 
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last  ten  or  fifteen  minutes.  Beetle  drives,  quiz  games,  talks  and  group'discussions 
all  promote  conversation.  It  seems  unlikely,  however,  that  such  conversation 
would  be  the  type  that  members  might  experience  in  their  day-to-day  dealings 
with  others.  |Lively  and  spontaneous  general  conversation  with  all  club 
members  involved  is  likely  to  be  useful  and  good  practice  for  those  members 
who  find  difficulty  in  holding  conversation.  Such  conversation  usually  com- 
mences during  the  break  for  refreshments;  experience  shows  that  it  will  continue 
for  as  long  as  required,  will  increase  in  volume  and  seems  to  thrive  best  with  a 
background  of  quiet  music.  A small  collection  can  be  made  for  refreshments 
but  care  should  be  used  in  raising  money  from  members  as  financial  means 
vary.  The  general  committee  should  meet  once  a month  and  the  sub-committees 
when  necessary.  When  all  goes  well  a stage  is  reached  in  the  evolution  of  the 
club  when  it  appears  members  are  running  the  club  themselves.  Tliis  is  a good 
indication  that  the  club  is  well  founded.  It  is,  however,  essential  for  at  least  two 
social  workers  to  be  present  at  each  meeting.  The  social  worker  with  ultimate 
responsibility  for  the  club  should  participate  in  all  committee  meetings  if  only 
to  ensure  notliing  is  passed  detrimental  or  embarrassing  to  the  authority  under 
whose  aegis  the  club  functions. 

One  way  of  satisfactorily  arranging  this  is  for  the  social  worker  to  have  himself 
appointed  general  secretary.  He  will  act  in  an  advisory  capacity,  leaving  the 
honorary  secretary  with  plenty  still  to  do. 

The  social  worker  in  charge  carries  considerable  responsibility.  The  success 
of  the  club  will  depend  to  a large  extent  on  his  abiUty  and  personality.  He  will 
require  a good  deal  of  tact  and  patience,  will  have  to  guide  and  shape  club 
policy  in  such  a way  as  not  to  upset  the  committee  when  their  plans  or  ideas 
are  not  suitable  or  acceptable.  He  must  be  cheerful,  for  cheerfulness  is  infectious 
and  communicates  itself  to  the  members. 

Social  Workers  and  Members 

Most  social  worker  organisers  of  these  clubs  will  be  mental  welfare  officers. 
Many  of  these  workers  have  long  practical  experience  in  the  mental  health 
field.  Being  involved  all  the  time  with  people  in  mental  distress  or  confusion 
gives  them  an  understanding  of  people  and  a manner  of  approach  very  helpful 
in  the  role  the  social  worker  must  play  in  this  type  of  club.  In  the  setting  of  a 
therapeutic  club  a detached  impersonal  attitude  or  manner  is  not  good  enough. 
Whilst  outside  the  orbit  of  the  club  the  social  worker/client  relationship  must 
have  certain  boundaries,  these  will  have  to  be  relaxed  in  the  atmosphere  of  the 
club.  Social  workers  have  to  personally  involve  themselves  with  the  club  mem- 
bers if  the  club  is  to  be  a success;  otherwise  the  club  members  will  feel  constrained 
and  this  will  affect  the  club  atmosphere. 

Emphasis  should  be  laid  on  welcoming  new  members  as  they  arrive.  This 
is  best  achieved  by  a social  worker  and  two  or  three  specially  selected  members 
forming  a welcoming  committee.  New  arrivals  should  be  given  a warm  welcome 
and  introduced  to  other  members.  One  member  of  the  committee  should  remain 
with  the  new  member  until  he  or  she  is  happily  merged  into  a group.  With  the 
type  of  persons  under  discussion  it  is  not  wise  for  them  to  arrive  at  the  club, 
have  to  stand  about  uncertainly,  and  feel  very  self-conscious.  Neither  is  it 
wise  for  social  workers  to  greet  them,  rapidly  introduce  them  to  a group  of 
members,  unknown  to  themselves,  then  leave  them  to  make  their  own  way. 
Entering  a club  for  the  first  time  can  be  a painful  aftair  for  new  members  if 
not  dealt  with  tactfully. 

In  conclusion  1 would  say  the  essentials  in  organising  a therapeutic  social 
club  are;  — 
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1.  Premises  with  a pleasant  environment,  preferably  away  from  hospital 
or  social  agency. 

2.  Consultations  to  decide  the  club’s  role  and  function. 

3.  Selection  of  founder  members  who  will  be  invited  to  the  club  by  a personal 
approach. 

4.  Immediate  formation  of  committees  and  sub-committees. 

5.  Club  aims  or  projects  that  will  promote  a club  spirit. 

6.  Close  liaison  with  local  medical-psychiatric  services. 

Given  these  essentials  a club  should  have  a solid  foundation  on  which  to 
make  further  progress.  Social  workers  in  conjunction  with  the  area  psychiatrists 
will  be  able  to  increase  membership  to  a comfortable  maximum  by  the  weekly 
introduction  of  new  members.” 


Hospital  Admissions  and  Discharges  of  the  Mentally  111 


Mental  Health  Act, 

Exe  Vale 

Moorhaven 

Out-County 

1959 

Hospital 

Hospital 

Hospitals 

1963 

1962 

Informal  Patients 

(Sect.  5)  . . 

1,150 

47 

1 

1,198 

1,279 

Observation  (Sect.  25) 

108 

16 

2 

126 

110 

Treatment  (Sect.  26) 

20 

4 

1 

25 

11 

Emergencies  (Sect.  29) 

260 

23 

0 

283 

322 

Courts  (Sect.  60) 

13 

1 

0 

14 

4 

Total  Admissions  . . 

1,551 

91 

4 

1,646 

1,726 

Total  Discharges 

1,482 

32 

0 

1,514 

1,355 

Re-admissions  (included  in  the  totals) 

482 

602 

(29.3%) 

(34.9%) 

Transfers  from  one  hospital  to  another  . . 

21 

4 

Visits  by  social  workers  in  respect  of  admissions. . 

3,477 

3,247 

Of  the  slightly  fewer  patients  admitted  to  psychiatric  hospitals  during  1963 
it  is  pleasing  to  note  that  the  re-admission  rate  has  also  declined  to  just  under 
30%  of  the  total.  If  this  is  to  be  improved,  or  even  maintained,  it  is  believed 
that  we  must  rapidly  expand  our  services,  providing  better  community  care  for 
the  mentally  disordered  v/ith  places  in  which  to  work,  homes  of  all  types  in 
which  to  live  and  facilities  for  the  active  spending  of  leisure  hours.  In  practice, 
this  amounts  to  more  social  workers,  more  workshops,  hostels  and  clubs. 

Additional  community  services  are  required  to  cater  for  the  needs  of  the 
increasing  number  of  former  long  stay  patients  who  are  now  being  rapidly 
discharged  from  the  Exe  Vale  Hospital.  During  1963,  seventy-six  were  discharged 
to  lodgings  within  the  community  after  spending  an  average  of  eighteen  years 
in  hospital. 

Plymouth  Nuffield  Clinic 

Services  from  the  Nuffield  Clinic  commenced  in  February  and  the  clinic 
was  officially  opened  on  April  25th.  In  his  report.  Dr.  Kenneth  Weeks  mentions 
the  day  hospital  where  patients  are  referred  by  the  psychiatrist,  who  continues 
to  look  after  them  whilst  they  are  there.  The  psychotherapy  and  follow-up 
clinics  which  were  previously  held  at  Freedom  Fields  Hospital  are  now  held 
partly  in  the  Nuffield  Clinic.  There  is  in  addition  the  therapeutic  social  club, 
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but  it  is  understood  that  a very  few  Devon  patients  attend.  On  one  morning 
per  week  a regular  seminar  has  been  held  for  social  workers,  and  an  extremely 
valuable  interchange  of  information  has  taken  place  as  a result  of  this. 

Tn  the  ten-year  plan  the  health  committee  plan  to  double  the  number  of 
social  workers  in  mental  health;  to  open  a further  fourteen  therapeutic  social 
clubs  and  build  four  hostels  as  half-way  homes  in  Crediton,  Barnstaple,  Newton 
Abbot  and  Plympton. 


CARE  OF  THE  MENTALLY  SUBNORMAL 


Community  Care 

Social  workers  in  mental  health  are  responsible  for  the  care  of  all  mentally 
subnormal  adults.  During  the  last  six  months  at  a special  school  for  the  edu- 
cationally subnormal  or  one  of  the  “schools”  for  the  mentally  subnormal 
(junior  training  centres)  an  assessment  panel  is  held  consisting  of  the  senior 
medical  officer,  the  head  of  the  establishment,  each  social  worker  in  mental 
health  who  will  be  assisting  the  child  in  the  community,  an  educational  psycholo- 
gist, the  head  occupational  therapist  (for  the  junior  trainining  centres),  the  youth 
employment  officer  (for  the  schools)  and  for  two  of  the  special  schools  (Bradfield 
and  Maristow)  one  of  the  teachers  who  specialises  in  finding  employment  and 
who  co-operates  with  the  social  worker  in  providing  after-care. 

The  aim  of  the  panel  is  to  assess  each  child  as  a whole  personality;  his  work 
potential  being  considered  and  the  appropriate  arrangement  made  for  his 
outside  employment;  admission  through  the  rehabilitation  unit  to  an  adult 
workshop  or  to  receive  visits  from  the  occupational  therapist,  the  last  named 
being  arranged  especially  for  those  living  in  areas  not  served  by  a workshop. 

Records  are  at  present  being  kept  of  all  school  leavers  classified  as  edu- 
cationally subnormal  and  also  leavers  from  the  junior  training  centres.  All 
of  these  are  now  placed  on  the  community  care  lists  of  the  social  workers, 
who  will  discreetly  help  and  advise  as  necessary.  As  time  goes  by  it  is  hoped  to 
analyse  these  results  so  that  we  shall  be  in  a better  position  to  advise  the  school 
leaver  and  enable  him  to  obtain  the  greatest  benefit  from  his  education  or 
training. 


Special  School  and  Junior  Training  Centre  Leavers 


1963 

1962 

Special  School  (educationally  subnormal)  and 

junior  training  centre  leavers 

42 

32 

Number  attending  special  schools  assessment 

panel 

Number  attending  junior  training  centre  assess- 

35 

22 

ment  panel 

17 

4 

Total  number  attending  assessment  panels  . . 

52 

26 

84 


Community  Care  Statistics 

Number  of  special  school  and  junior  training 
centre  leavers  placed  under  community  care 

Number  of  children  classified  as  educationally 
subnormal  leaving  secondary  modern  schools 
and  placed  under  community  care  . . 

Total 


Mentally  Subnormal  Adults 

Discharged  from  hospital  to  community  care 
Guardianship  cases 
Discharged  from  community  care 
Total  visits  by  social  workers  . . 

Total  active  case  load  . . 


42 

31 

34 

30 

76 

61 

1963 

1962 

67 

72 

1 

2 

39 

63 

4,178 

3,864 

927 

849 

More  mentally  subnormal  adults  are  now  receiving  community  care  than 
during  the  previous  year.  This  increase  is  not  so  marked  as  with  the  mentally 
ill  patient,  but  nevertheless  the  two  figures  combined  represent  nearly  three 
hundred  more  persons  needing  a greater  or  lesser  amount  of  help.  As  a result 
of  this  the  average  number  of  cases  per  social  worker  has  risen  from  118.6  to 
133.7,  a number  considerably  in  excess  of  the  generally  recognised  optimum. 
Although  there  is  to  be  an  increase  of  three  social  workers  in  next  year’s 
establishment  it  is  feared  that  this  will  do  no  more  than  keep  pace  v/ith  the 
high  rate  of  discharges  of  long  stay  psycliiatric  patients. 


Hospital  Admissions  and  Discharges  of  the  Mentally  Subnormal 


Mental  Health  Act, 
1959 
Admissions: 

Informal  Patients 
(Sect.  5) 

R.W.C. 

Hospital 

45 

Special 

Hospitals 

0 

Out-County 

Hospitals 

9 

1963 

54 

1962 

82 

Observation  (Sect.  25) 

1 

0 

0 

1 

0 

Treatment  (Sect.  26) 

2 

0 

2 

4 

6 

Emergencies  (Sect.  29) 

0 

0 

0 

0 

0 

Courts  (Sect.  60) 

11 

0 

0 

11 

4 

Total  Admissions  . . 

59 

0 

11 

70 

92 

3 Discharges  . . 

*41 

*60 

3 Hospital  transfers  . . 

10 

6 

3 Temporary  hospital  admissions  (not  exceeding  two  months)  . . 

29 

25 

3 Visits  by  social  workers  in  respect  of  admissions 

124 

203 

‘Includes  11  (1963)  and  18  (1962)  persons  technically  discharged  but  remaining  resident 
informally  in  hospital. 
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Patients  Remaining  in  Hospital  for  the  Subnormal 


Hospital 

Detained 

Informal 

Total 

Detained  and  Informal 

Within  South-West  Regional  Board 
area 

102 

781 

883 

Outside  the  Region 

5 

18 

23 

In  special  hospitals 

27 

27 

Total  1963 

134 

799 

933 

Total  1962  . . 

135 

775 

910 

Hospital  Waiting  List 


Boys 

Girls 

Men 

Women 

Total 

Patients  awaiting  admission 
1963  

12 

7 

11 

3 

33 

Patients  awaiting  admission 
1962  

4 

3 

9 

3 

19 

The  number  of  persons  discharged  has  again  fallen  but  at  this  stage  the 
facilities  available  in  the  community  would  be  unable  to  cater  for  more.  The 
waiting  list  for  hospital  admission  rose  somewhat  during  the  year  but  as  these 
are  mostly  in  the  non-urgent  category  there  is  little  cause  for  concern. 

In  the  ten-year  plan  the  health  committee  plan  to  provide  six  hostels  for 
mentally  subnormal  adults  with  a total  of  about  135  places. 


WORKSHOPS,  REHABILITATION  UNITS,  OUTWORKERS 
AND  OCCUPATIONAL  THERAPY 

Progress  in  the  provision  of  adequate  working  and  training  facilities  were 
disappointingly  slow  during  1963,  partly  due  to  sites  being  unavailable  and 
partly  due  to  the  fact  that  available  money  was  sufficient  for  little  else  than 
running  for  a full,  instead  of  a part,  financial  year  the  Paignton  (purpose  built), 
Barnstaple  and  Exmouth  Workshops  (as  adult  training  centres  are  called  in 
Devon). 

However,  a new  twice-weekly  workshop  was  commenced  on  2nd  July  at 
Plympton  in  hired  premises  which  had  earlier  been  vacated  by  the  junior 
training  centre. 

There  are  in  Devon  over  eight  hundred  mentally  or  physically  handicapped 
adults  who  are  incapable  at  present  of  normal  employment  and  are  considered 
outside  any  Ministry  of  Labour  schemes. 

In  the  ten-year  plan  the  health  committee  aim  to  provide  for  the  above 
by  an  additional  three  large  purpose  built  workshops  at  Barnstaple,  Exmouth 
and  Plympton  and  five  smaller  ones  at  Axminster,  Crediton,  Tavistock,  Kings- 
bridge  and  Newton  Abbot,  each  with  its  rehabilitation  unit,  together  with  an 
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outworker  scheme  for  those  homebound  who  for  any  reason  are  unable  to 
attend  a centre. 

Men  and  women  are  referred  for  workshop  training  from  many  sources 
including  hospital  consultants,  general  practitioners,  social  workers  in  mental 
health,  other  social  workers,  occupational  therapists,  managers  of  employment 
exchanges  and  National  Assistance  Boards,  heads  of  special  schools  and  junior 
training  centres.  Each  applicant  for  admission  is  seen  by  an  assessment  panel 
which  consists  of  a senior  medical  officer,  workshop  manager,  social  worker 
in  mental  health,  head  occupational  therapist  and  educational  psychologist,  and 
to  which  the  family  doctor,  hospital  consultant  or  other  social  workers  are 
invited  or  asked  to  send  reports.  Priority  of  admission  is  thus  established  and 
the  workshop  staff  have  some  idea  of  a new  worker’s  capabilities  both  socially 
and  in  work  potential. 

During  the  year  rehabilitation  units  were  commenced  on  two  days  a week  at 
Barnstaple;  one  day  a week  at  Exmouth  (at  wliich  St.  Loyes  occupational  therapy 
students  attend);  one  day  a week  at  Plympton  and  Tavistock,  and  half  a day 
a week  at  Axminster.  The  aims  of  these  units,  which  eventually  v/ill  be  full-time 
and  will  be  staffed  by  trained  occupational  therapists,  are  as  follows: — 

1.  Further  education  and  training. 

2.  Domestic  training,  including  household  duties,  use  of  sewing  machine,  etc. 

3.  Assessment  of  social  and  work  potential  prior  to  admission  to  the  work- 
shop aimed  at  fitting  the  new  trainee  to  workshop  routine  and  discipline. 

4.  Group  activities,  remedial  treatment  and  socialisation  aimed  at  enabling 
the  trainee  to  enjoy  the  fullest  life  possible. 

5.  If  physically  handicapped,  training  in  the  use  of  aids  to  daily  living. 

The  aims  of  the  workshop  are: — 

1.  To  provide  training  so  as  to  enable  as  many  persons  as  possible  to  take 
their  places  in  outside  employment. 

2.  To  provide  (for  those  who  fail  to  find  outside  employment)  protected 
working  conditions  where  reward  for  purposeful  work  can  be  achieved. 

In  the  future,  sheltered  workshops  are  planned  in  conjunction  with  the 
Ministry  of  Labour  and  it  is  anticipated  that  many  of  those  now  attending  the 
present  workshops  who  are  unable  to  obtain  outside  employment  will  be 
sufficiently  trained  and  acceptable  for  this  form  of  employment. 


Number  of  Trainees  as  at  31st  December  and  Discharges  during  1953 


Workshop/Unit 

Physically 

Handicapped 

Mentally 

111 

Mentally 

Subnormal 

Total 

Discharged 
to  outside 
employment 

Axminster 

4 

14 

18 

Barnstaple 

23 

5 

39 

67 

2 

Exmouth 

11 

6 

31 

48 

5 

*Kingsbridge  . . 

— 

2 

7 

9 

Newton  Abbot 
with  Barton 

17 

2 

6 

25 

Paignton 

17 

21 

42 

80 

10 

Plympton 

4 

2 

12 

18 

Tavistock 

3 

5 

13 

21 

— 

Totals 

75 

47 

164 

286 

17 

Totals  1962 

67 

18 

125 

210 

— 

* Financed  by  the  Torbay  Society  for  Mentally  Handicapped  Children. 
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VALUE  OF  WORK  PRODUCED  AT  WORKSHOPS 


1963 

1962 

£ 

£ 

Barnstaple 

974 

108* 

Exmouth  and  Axminster 

1,550 

399* 

Hollacombe 

3,421 

192* 

Plympton  and  Tavistock 

50* 

— 

* In  operation  for  part  of  year  only. 


As  indicated  in  the  table,  the  workshops  cater  for  three  types  of  handicapped 
persons  and  this  has  been  found  in  practice  to  work  remarkably  smoothly 
and  to  the  mutual  advantage  of  all  trainees. 

It  enables  the  acceptance  from  outside  industry  of  a greater  diversity  of  work 
which  can  be  broken  down  into  component  processes  of  varying  nature  or 
difficulty  suitable  for  completion  by  trainees  whose  handicaps  range  widely  in 
either  category.  The  physically  handicapped  and  mentally  ill  also  tend  to  make 
team  leaders  and  inspectors  and  with  the  correct  approach  by  all  members 
of  the  staff  and  by  ensuring  that  the  nucleus  of  physically  handicapped  and 
mentally  ill  was  not  too  small  no  difficulties  of  integration  were  encountered. 

Trainees  attending  the  workshops  receive  a weekly  wage  which  is  made  up 
of  a basic  sixpence  attendance  money  with  an  additional  amount  depending 
upon  output,  behaviour,  diligence,  etc.,  with  the  maximum  arranged  so  as 
not  to  affect  rates  of  National  Assistance  or  National  Insurance  benefit. 

Work 

The  obtaining  of  suitable  work  in  a non-industrial  county  is  in  itself  a major 
problem  and  is  being  solved  by  using  a variety  of  methods  as  follows : 

1.  Obtaining  whatever  Devon  industries  can  offer. 

2.  Through  the  efforts  of  the  workshop  staff  in  developing  new  lines  for 
sale  to  wholesalers,  etc. 

3.  Production  for  County  and  District  Councils. 

4.  By  producing  for  Valexe  Limited. 

Valexe  Limited  is  a non-profit  making  organisation  set  up  with  the  aid  of  a 
Nuffield  grant  and  covering  Exeter  City,  Exe  Vale  and  Royal  Western  Counties 
Hospitals,  in  addition  to  Devon  County  Council.  The  company,  although  in  its 
infancy,  will  buy  and  market  goods  from  the  several  workshop  units  and  can 
instal  equipment  wliich  is  not  obtainable  through  the  usual  channels. 

Nevertheless,  with  all  these  work  sources  it  remains  a problem  to  ensure 
full-time  employment  whilst  not  accepting  larger  contracts  which  the  relatively 
small  labour  force  could  not  fulfil  in  time  even  if  spread  throughout  all  the 
units. 

Whatever  work  is  undertaken  there  are  certain  cardinal  principles  which 
must  be  observed : 

1.  Quality.  To  maintain  a high  standard  is  essential.  The  customer  must 
not  be  expected  to  charitably  accept  an  inferior  article  if  only  for  the 
reason  that  he  will  soon  take  his  business  elsewhere. 

2.  Contract  dates.  The  workshop  managers  bear  in  mind  the  capabilities 
of  the  trainees  when  negotiating  contracts  including  delivery  dates.  It 
is  vitally  important  to  allow  sufficient  time  for  the  work  to  be  completed 
and  delivered  to  the  customer  on  time.  Sometimes,  however,  in  spite  of 
every  care  being  taken  it  happens  that  a “rush  job”  has  to  be  completed. 
If  this  happens  occasionally  no  harm  is  done  and  it  can  be  stimulating  to 
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the  trainees  who  show  great  enthusiasm  to  complete  within  the  contract 
period. 

3.  Work  Therapy.  The  importance  of  work  therapy  cannot  be  over- 
emphasised and  the  statT  constantly  bear  in  mind  our  aim  to  rehabilitate 
to  outside  life  and  employment.  Consequently  the  needs  of  each  trainee 
must  be  assessed  and  supplied  on  an  individual  basis. 

It  is  believed  that  the  factory  atmosphere  with  the  clocking-in  machine, 
the  production  line  and  incentive  payment  scheme  has  a place  in  rehabilitation 
especially  for  the  person  who  will  later  be  discharged  to  the  rigours  of  the 
factory  world  outside. 

The  subnormal  is  but  little  different  from  other  people  on  the  emotional 
plane — he  likes  to  be  a success  and  enjoys  being  praised  for  a good  job.  Often 
he  enjoys  learning  new  skills  but  infrequently  hates  to  be  deprived  of  a particular 
duty  which  he  considers  is  his  own  prerogative. 

In  addition  to  the  usual  manner  of  discharge  from  workshop  to  outside 
employment  a successful  trial  scheme  has  been  established.  The  scheme  is  to 
place  a trainee  with  his  prospective  employer  for  a trial  period  of  one  month; 
the  trainee  remains  attached  to  the  workshop,  which  continues  to  pay  him  his 
wages,  and  the  employer  reimburses  an  equitable  amount  to  the  workshop. 
At  the  end  of  the  trial  period  the  employer  has  the  option  to  accept  the  trainee 
for  permanent  employment,  but  if  he  feels  he  is  not  satisfactory  then  the  latter 
can  return  to  the  workshop,  his  job  completed,  and  not  considering  himself  a 
failure.  The  employer  has  lost  little  and  is  consequently  more  willing  to  accept 
further  trainees. 

Barnstaple  (Oakleigh  Workshop) 

In  spite  of  considerable  problems,  including  staff  sickness  and  the  resignation 
of  the  manager,  the  workshop  finished  in  a favourable  position,  due  largely  to 
the  head  occupational  therapist  who,  in  addition  to  her  other  duties,  took  over 
as  manager  and,  with  the  help  of  a former  physically  handicapped  trainee,  ran 
it  along  lines  which  proved  highly  successful. 

During  the  year  the  trainees  elected  by  ballot  a works  committee,  comprising 
five  of  their  colleagues,  to  provide  the  machinery  for  airing  grievances,  making 
suggestions,  etc.  Its  effectiveness  became  apparent  when  a resolution  requesting 
a Christmas  bonus  was  granted  by  the  county  council! 

Barnstaple  specialises  in  “offset”  printing  and  uses  a Gestolith  machine 
from  which  a variety  of  work  has  been  produced  including  Christmas  cards 
for  the  Mayors  of  Barnstaple  and  Bideford  and  a London  wholesale  firm, 
printing  for  the  Devon  County  Council,  including  80,000  anti-smoking  leaflets, 
commercial  printing  for  outside  firms,  voluntary  organisations  and  others. 
Towards  the  end  of  the  year  the  first  assay  was  made  into  colour  printing  and 
after  several  trials  a four-colour  “scrap”  for  Christmas  crackers  was  produced 
using  a design  which  was  provided  by  a physically  handicapped  outworker  who 
is  completely  bedridden. 

In  the  last  quarter  of  the  year  prototypes  of  folding  garden  furniture  were 
produced,  aimed  at  filling  a need  for  smaller  homes  which  have  little  storage 
space,  and  Valexe  Ltd.,  have  given  an  order  for  £100  worth  following  its 
acceptance  as  a “good  line”  by  an  Exeter  business  man. 

Further  projects,  including  Christmas  cake  decoration,  Christmas  stockings 
and  crackers,  cardboard  boxes  to  hold  crackers  (coloured  labels,  etc.,  being 
printed  in  the  workshop  for  the  boxes),  basket  and  tray  bases  for  the  occupational 
therapy  department,  pottery,  bird  tables  and  nesting  boxes,  and  textile  items. 
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A small  working  party  goes  daily  to  Hawley  to  receive  training  in  various 
horticultural  pursuits. 

The  rehabilitation  unit  commenced  to  operate  on  two  days  a week  and  is 
proving  highly  successful  in  providing  further  education  and  domestic  training 
together  with  basic  training  in  the  use  of  tools  for  new  entrants  to  the  workshop. 

Considerable  help  has  been  received  from  voluntary  organisations  with 
particular  mention  of  the  Barnstaple  and  Bideford  branches  of  the  North 
Devon  Association  for  the  Handicapped. 


East  Devon  Workshops  (Exmouth  and  Axminster) 

Both  these  workshops  are  in  liired  church  halls  and  therefore  suffer  from 
the  fact  that  everything  has  to  be  packed  away  before  the  end  of  the  day  and 
brought  out  again  before  work  can  be  commenced  in  the  morning.  Staff  shor- 
tages were  experienced  in  the  early  part  of  the  year  but  the  head  occupational 
therapist  kept  the  workshops  running  and  placed  development  on  a firm  basis 
to  provide  a going  concern  for  the  new  manager  who  took  up  his  appointment 
on  30th  September. 

Exmouth 

Exmouth  workshop  rapidly  filled  and  it  is  hoped  that  the  negotiations  which 
are  proceeding  for  the  acquisition  of  land  in  the  town  for  the  erection  of  a 
purpose-built  centre  will  soon  be  satisfactorily  completed  so  that  the  new  building 
may  be  erected  in  the  next  financial  year.  Tliis  has  proved  to  be  an  extremely 
happy  workshop  with  the  trainees  engaged  in  the  making  of  the  following 
products:  pipe  and  tank  laggings,  polystyrene  packing  pieces,  fancy  cover 
boxes,  wire  harnesses  for  sewing  machines,  box  assemblies  for  a Plympton 
firm,  work  for  the  county  taxation  department  and  sub-contract  work  involving 
census  bags  for  the  Nigerian  Government,  and  a variety  of  textile  items. 

The  rehabihtation  unit  commenced  on  30th  January  and  is  proving  to  be 
extremely  valuable. 

The  workers’  social  club  which  meets  once  a week  is  thoroughly  enjoyed  by 
all  and  has  received  gifts  and  financial  assistance  from  voluntary  organisations 
in  the  town. 

The  mini-bus  provided  by  the  eounty  eouncil  has  proved  to  be  a wonderful 
addition  to  facilities  in  this  part  of  Devon  and  in  addition  to  bringing  and 
taking  trainees  home,  it  is  also  used  during  the  daytime  for  collecting  raw 
materials  and  dehvering  finished  products,  social  club  activities  and  also 
helping  the  other  workshops  in  the  county. 

Axminster 

It  is  unfortunate  that  wheel  chair  cases  cannot  be  accepted  at  present  at  this 
workshop  owing  to  the  fact  that  the  lavatory  accommodation  is  so  inaccessible. 
On  account  of  the  poor  facihties  the  type  of  work  that  can  be  done  here  is 
extremely  limited  and  there  is  no  macliinery  present.  There  is  an  urgent  need 
for  purpose-built  premises  and  it  is  hoped  that  the  land  purchased  for  this 
purpose  will  soon  be  freed  for  development,  when  agreement  can  be  reached  with 
the  South  West  Electricity  Board  for  the  removal  of  overhead  cables. 

The  workers’  social  club  meets  on  one  occasion  per  month  when  a tea  party 
is  provided  by  the  British  Red  Cross  Society. 

The  invaluable  rehabilitation  unit  commenced  in  October  and  meets  on  one 
occasion  per  week. 
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Paignton  (Hollacombe  Workshop; 

This,  the  first  purpose-built  workshop  in  the  county,  has  also  had  its  share 
of  trouble  following  the  departure  of  the  manager  in  the  early  part  of  the  year. 
Temporary  arrangements  were  made  for  its  joint  management  with  Mr.  Wotton, 
the  former  organising  secretary  and  treasurer  of  the  Torbay  Society  for  Mentally 
Handicapped  Children,  and  Mr.  Williams,  one  of  the  supervisors.  This  combined 
with  general  oversight  by  the  senior  workshop  manager  proved  highly  successful 
and  resulted  in  Mr.  Williams  becoming  promoted  to  manager  of  the  East 
Devon  Workshop  and  Mr.  Wotton,  not  wishing  for  a permanent  full-time  post, 
to  acting  manager  at  Hollacombe. 

Paignton  is  now  working  very  successfully  and  is  full  with  a waiting  list  of 
trainees  wishing  to  attend. 

A considerable  number  of  contracts  have  been  successfully  undertaken  and 
consist  of  the  following:  polystyrene  products  (tank  sets,  tiles,  pipe  shells, 
coving,  packing  pieces),  stripping  electric  cables,  manufacture  of  link  mats, 
assembling  cardboard  boxes,  cutting  and  assembling  sections  for  cardboard 
boxes,  contract  basket  making,  picture  frame  assembly,  addressing  envelopes, 
work  for  the  county  taxation  department,  soft  toy  manufacture,  paper  bag 
manufacture  and  various  textile  items. 

The  works’  social  club  continues  to  meet  twice  weekly,  on  Tuesdays  at  the 
workshop  and  Thursdays  at  the  swimming  baths,  and  these  events  are  looked 
forward  to  eagerly  by  the  trainees. 

During  the  lunch-time  break,  one  of  the  supervisors  has  succeeded  in  training 
many  of  the  men  in  intelligent  participation  in  football. 

It  is  unfortunate  that  the  new  store  was  not  commenced  during  the  year  but 
it  is  understood  this  will  be  carried  out  early  in  the  new  year. 

Uncertainty  over  the  formation  of  the  proposed  Torbay  County  Borough  has, 
in  the  meantime,  held  up  all  other  developments  on  this  site. 

The  Torbay  “Mencap”  Society  continued  to  provide  equipment  for  Holla- 
combe and  during  the  year  met  an  expenditure  of  £2,723  and  also  the  expenditure 
of  running  the  social  club. 

Newton  Abbot 

This  workshop,  owing  to  the  lack  of  space,  is  held  on  one  morning  per 
week  at  the  clinic  in  Newton  Abbot  and  two  afternoons  per  week  at  the  clinic 
at  Barton,  Torquay,  where  it  is  held  in  conjunction  with  the  occupational 
therapist  from  the  Torbay  Hospital.  Owing  to  the  nature  of  the  premises,  the 
work  is  very  largely  of  an  occupational  therapy  nature  and  consists  of  the 
following:  basketry  (both  contract  work  and  private  orders  taken  by  the  trainees 
themselves),  waste  paper  baskets  for  Valexe  Ltd.,  plant  pot  holders  and 
various  textile  items. 

Suitable  premises  are  being  sought  in  Newton  Abbot  so  that  these  classes 
can  be  combined  and  run  for  two  whole  days  per  week,  a measure  which  will 
not  only  be  economical  but  which  will  allow  a more  ambitious  production  line 
type  of  work  to  be  undertaken. 

West  Devon  Group  (Plympton,  Tavistock  and  Kingsbridge) 

Although  Plympton  is  to  become  one  of  the  major  workshops  in  Devon,  it 
commenced  by  being  held  on  two  days  a week  in  rented  premises  recently 
vacated  by  the  junior  training  centre,  and  expanded  to  three  days  a week  in 
December.  This,  combined  with  the  fact  that  in  an  adjacent  room  is  the  over- 
spill class  of  school  cliildren,  makes  the  type  of  work  that  can  be  done  here 
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extremely  limited.  It  has  therefore  been  essential  to  try  and  provide  quiet 
forms  of  work  such  as  that  for  the  county  taxation  department,  cardboard  box 
assembly,  etc. 

Towards  the  end  of  the  year  a cook  was  appointed  and,  using  the  services 
of  the  trainees,  meals  were  produced  for  the  “meals  on  wheels”  service  in 
conjunction  with  the  W.V.S.  and  on  behalf  of  the  county  welfare  department. 

Plympton  workshop  is  an  example  of  the  co-operation  which  exists  between 
the  South-West  Devon  Association  for  the  Handicapped  and  the  county 
council,  who  continue  to  run  it  jointly.  It  is  with  pleasure  that  we  record  our 
gratitude  to  the  Plympton  Round  Table  who  provided  over  £100  worth  of 
equipment  for  the  centre,  which  included  a record-player,  knitting  and  sewing 
machines,  and  to  their  ladies  who  kindly  provided  a tea  trolley. 

The  rehabilitation  unit  was  successfully  launched  in  October. 

Tavistock 

The  appalling  weather  conditions  in  this  part  of  Devon  kept  the  workshop 
closed  until  March  as  the  heating  in  the  hall  was  totally  inadequate  and  transport 
difficulties  were  insurmountable.  Tavistock  has  been  the  “Cinderella”  of  the 
centres  in  Devon  and,  but  for  the  devotion  of  the  part-time  supervisor,  would 
undoubtedly  have  closed  as  the  staffing  position  in  the  county  as  a whole 
resulted  in  whoever  was  available  going  along  to  assist.  Voluntary  help  from 
the  British  Red  Cross  Society  was  extremely  valuable  and  again  without  it  the 
centre  would  possibly  not  have  survived.  However,  with  the  appointment  of 
an  occupational  therapist  in  October,  it  again  became  possible  to  have  regular 
female  supervision  and  the  rehabilitation  unit  commenced  on  one  day  a week, 
proving  most  successful.  By  the  end  of  the  year,  the  number  of  trainees  had 
increased  to  twenty-one  and  it  had  become  imperative  to  increase  the  number 
of  days  on  which  this  workshop  functions. 

The  work  that  has  been  done  has  been  for  the  county  taxation  department 
and  the  assembly  of  electrical  equipment. 

The  Christmas  party  was  the  highlight  of  the  year  and  our  gratitude  is 
expressed  to  the  South-West  Devon  Society  for  the  Handicapped  who  financed 
it. 

Kingsbridge 

This  workshop  is  run  entirely  by  the  Torbay  Society  for  Mentally  Handi- 
capped Children,  who  receive  a grant  from  the  county  council.  There  has 
been  a small  increase  in  the  number  of  trainees  who  attend  to  perform  work 
which  is  largely  of  a handicraft  nature. 

Domiciliary  Occupational  Therapy  Service 

This  service  was  commenced  in  1952  and,  in  its  early  days,  it  was  for  tuber- 
culous and  physically  handicapped  patients.  It  worked  in  happy  association 
with  the  Devonian  Orthopaedic  Association  v/ho,  amongst  other  duties,  pro- 
vided a homeworker  service.  Monthly  case  conferences  were  held,  providing  for 
a free  interchange  of  views  and  facility  for  an  exchange  of  patients  between  the 
two  sets  of  workers.  This  unfortunately  ceased  soon  after  the  welfare  depart- 
ment took  over  this  aspect  of  the  Devonian  Orthopaedic  Association’s  work  and 
appointed  their  own  occupational  therapists. 

As  demanded  by  the  needs  of  the  individual,  therapists  were  persuaded  to 
accept  on  their  case  loads  mentally  subnormal  patients  and  the  county  was 
subsequently  divided  into  seven  areas,  in  which  each  of  these  therapists  became 
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responsible  for  all  the  cases  in  that  area.  This  was  made  possible  by  replacing 
home  teachers  as  they  left  with  qualified  occupational  therapists.  It  enabled  the 
saving  of  travelling  time  and  furthermore  did  away  with  much  of  the  stigma, 
as  before  certain  disabilities  became  associated  with  a particular  visitor. 

The  development  of  the  new  workshops  has  relieved  the  therapists  of  certain 
patients,  but  their  case  loads  have  continued  to  show  a steady  increase  as  the. 
general  practitioners  and  hospital  consultants  are  becoming  more  and  more 
aware  of  the  value  of  this  service.  Following  modern  trends,  the  therapist  in 
planning  her  work  considers  not  only  the  specific  disability  of  her  patient  but 
considers  him  as  a whole  personality  in  his  family  setting  and  aims  to  achieve 
the  fullest  recovery  of  health  and  early  return  to  work.  Whereas  in  the  early 
days  the  accent  was  on  creative  craftwork  and  study  courses  for  the  patient, 
the  scope  has  now  widened  to  include  any  activity  or  project  that  will  help 
the  individual,  including  the  provision  of  aids  to  daily  living,  replanning 
the  home  to  enable  the  disabled  person  to  maintain  his  independence,  study 
courses  to  fit  him  for  a new  job,  the  provision  of  industrial  outwork  when 
available  and  the  re-introduction  into  society  via  clubs  and  associations. 
As  the  therapist  works  with  the  patient,  she  will  aim  to  promote  a healthy  and 
intelligent  acceptance  of  disability  so  that  the  patient  is  not  further  crippled  by 
a mental  inability  to  meet  and  offset  his  limitations. 

From  the  staffing  point  of  view,  1963  was  better  than  the  preceding  year 
as  apart  from  being  one  short  for  about  nine  months,  there  was  a full  comple- 
ment. Tliis  enabled  the  therapists  to  form  a nucleus  of  rehabilitation  units  at 
Barnstaple,  Axminster,  Exmouth,  Tavistock  and  Plympton.  It  also  enabled  a 
small  amount  of  industrial  outwork  to  be  made  available  to  the  home  worker 
and  this  was  eagerly  accepted  in  most  instances  and  found  more  stimulating 
and  purposeful  than  craft  work.  This  is  the  difference  between  doing  a real 
job  of  work  which  is  required  by  the  community  rather  than  in  producing 
objects  for  sale  through  charitable  or  semi-charitable  means. 

There  continued  an  overlap  and  duplication  with  the  welfare  department 
who  recently  commenced  an  occupational  therapy  service  for  physically 
handicapped  adults.  Following  a joint  meeting  between  health  and  welfare 
sub-committees  in  January,  the  health  department  occupational  therapists 
were  allowed  to  order  aids  and  gadgets  without  reference  to  their  welfare 
colleagues  and  the  health  department  handed  over  the  occupational  therapy 
service  that  was  being  conducted  in  the  welfare  department’s  homes.  A full 
and  lengthy  investigation  by  the  establishment  officer  of  the  two  services  then 
followed  but  by  the  end  of  the  year  the  position  remained  unchanged. 

The  decision  of  the  establishment  committee  not  to  allow  the  appointment 
of  any  additional  occupational  therapists  until  the  situation  is  resolved  has 
led  to  serious  difficulties  in  the  staffing  of  the  rehabilitation  units  and  with 
the  ever-increasing  number  of  requests  which  are  being  made  for  domiciliary 
occuational  therapy  and  outwork,  the  time  is  fast  approaching  when  the  service 
will  break  down.  It  must  be  stated  that  the  units  and  outworker  schemes  were 
commenced  at  what  was  believed  to  be  the  temporary  expense  of  domiciliary 
occupational  therapy.  It  had  been  expected  that  the  duplication  problems 
between  the  two  departments  would  have  been  resolved  and  that  the  required 
staff  increase  would  then  have  materialised.  Unfortunately,  this  was  not  the 
case  and  the  units,  etc.,  once  started  had  to  proceed  using  staff  which  consequently 
could  not  fully  undertake  all  their  domiciliary  duties.  Staff  are  becoming  unhappy 
and  worried,  not  only  about  their  personal  future  but  also  because  the  needs  of 
their  patients  are  not  being  fully  met. 
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THE  CARE  OF  TUBERCULOUS  PATIENTS 

The  Regional  Hospital  Board  are  responsible  for  chest  clinics  at  Barnstaple, 
Exeter,  Torquay  and  Plymouth,  and  at  each  of  these  is  based  a chest  physician 
and  his  staff. 

On  the  advice  of  the  chest  physician  extra  nourishment  in  the  form  of  free 
milk  is  provided,  but  it  is  interesting  to  note  that  an  ever-decreasing  number  of 
patients  are  now  receiving  this  form  of  treatment.  During  1963,  twenty-nine 
patients  benefited  in  this  way  as  compared  with  thirty-seven  in  1962  and 
sixty-five  in  1961. 

The  open  air  shelter  scheme  has  now  been  discontinued  with  the  few 
remaining  in  use  being  given  to  the  users. 

Domiciliary  occupational  therapy  continued  to  be  of  considerable  value  to 
seventy-eight  patients. 


CHIROPODY 

During  the  year  two  chiropodists  were  appointed,  bringing  the  establishment 
to  one  cliief  chiropodist  and  seven  full-time  senior  chiropodists.  The  chief 
chiropodist  covers  the  area  around  Exeter  and  a senior  chiropodist  is  based 
upon  each  of  the  follov/ing  towns:  Barnstaple,  Honiton,  Paignton,  Torquay, 
Newton  Abbot,  Plympton  and  Exmouth. 

The  service  covers  the  elderly,  physically  and  mentally  handicapped  adults, 
expectant  mothers  and  children.  No  charge  is  made  for  children  or  those  in 
receipt  of  National  Assistance,  but  for  all  others  the  charge  is  2s.  6d.  per  treat- 
ment and  4s.  for  a domiciliary  visit.  With  the  present  staff  very  few  such  visits 
have  been  possible  and  those  made  have  been  at  the  special  request  of  the 
medical  practitioner  so  as  to  prevent  hospitalisation  or  admission  to  residential 
accommodation,  etc.  After  one  or  two  home  treatments  it  was  usually  possible 
to  bring  the  patient  to  the  clinic  for  further  attention.  If  medically  recommended, 
use  may  be  made  of  the  hospital  car  service  to  bring  patients  to  the  nearest 
clinic.  This  widely  used  service  has  proved  most  rewarding,  with  many  of  the 
patients,  especially  the  elderly,  having  taken  the.  trouble  to  write  letters  of 
appreciation.  The  value  of  the  work  is  reflected  by  the  fact  that  no  sooner  was 
a new  clinic  opened  than  a waiting  list  commenced,  so  that  by  the  end  of  the  year 
most  clinics  had  many  more  patients  than  could  be  properly  treated.  This  may 
defeat  the  object  of  the  service  as  many  elderly  persons  can  lose  their  mobility  and 
become  in  need  of  expensive  residential  care  whilst  awaiting  attention. 

School  Children 

A survey  of  3,000  school  children  was  conducted  at  the  request  of  a school 
medical  officer  in  Torquay  and  this  revealed  that  3%  were  suffering  from  verruca 
pedis.  The  school  medical  officer  reviev/s  the  survey  elsewhere  in  this  report. 

Appliances 

Time  has  limited  the  number  of  appliances  made  by  the  chief  chiropodist 
who  has  been  over-engaged  with  clinic  treatments  and  only  twenty-four  were 
produced  for  very  urgent  cases.  As  this  is  a part  of  the  general  chiropodial 
service  which  affords  relief  of  a more  permanent  nature,  it  is  essential  for  it  to 
be  developed  as  soon  as  additional  chiropodists  are  available.  In  the  ten-year 
plan  it  is  proposed  that  small  workshops  for  the  making  of  appliances  will  be 
established  in  Barnstaple,  Torbay  and  Plympton,  in  addition  to  the  one  existing 
at  County  Hall. 
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The  County  Chiropody  Service 


1963 

1962 

1961 

Number  of  Clinics 

63 

52 

4 

Welfare  Homes  (County  and  Private). . 

9 

4 

0 

Total  Treatments  provided 

18,131 

10,040 

643 

Treatments  to  school  children  . . 

363 

0 

0 

Number  of  adults  treated 

4,063 

2,027 

183 

Number  of  school  children  treated 

295 

13 

— 

Waiting  List  at  31st  December 

432 

151 

— 

Towns  and  Villages  in  which  County  Chiropody  Clinics  are  held 


Alphington 

Exminster 

Pinhoe 

Ashburton 

Exmouth 

Plympton 

Axmi  lister 

Hatherleigh 

Plymstock 

Bampton 

Holsworthy 

Salcombe 

Barnstaple 

Honiton 

Seaton 

‘Beer 

Ilfracombe 

Sidmouth 

Bere  Alston 

Instow 

South  Brent 

Bovey  Tracey 

Ipplepen 

South  Molton 

‘Branscombe 

Ivybridge 

Stoke  Canon 

Broadclyst 

Kingsbridge 

Stoke  Gabriel 

Buckfastleigh 

**Kingsteignton 

Teignmouth 

Budleigh  Salterton  Lustleigh 

Thorverton 

Chagford 

Modbury 

Tiverton 

Cheriton  Bishop 

Moretonhampstead 

Topsham 

‘Colyton 

**Newton  Abbot 

Torquay  (3) 

Combe  Martin 

**Newton  Poppleford 

Torrington 

Crediton 

Otterton 

**Totnes 

Cullompton 

Ottery  St.  Mary 

Winkleigh 

Dartmouth 

Paignton 

**Woodbury 

Yealmpton 

These  clinics  have  been  opened  during  1963 

Welfare  Department  Homes 

Kenwyn,  Ashburton 
**Rosebank,  Barnstaple 

Fairlea,  Northam 

White  Cliff,  Seaton 

Private  Homes  for  the  Aged  and  Blind 

**Laj^vell,  Brixham 
**The  Chalet,  Northam 
**Grosvenor,  Torquay 
**Seaway,  Torquay 
***Andrew,  Instow 

Old  People’s  Clubs 

**Bideford  (East  Club) 

**Bideford  (West  Club) 

**Nortliam  (Westward  Ho!  Club) 

**These  establishments  were  visited  for  the  first  time  during  1963, 
***The  Home  for  the  Blind  at  Instow  is  also  the  clinic  for  the  village. 
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Voluntary  Organisations 

The  British  Red  Cross  continued  to  operate  throughout  the  whole  of  1963 
chiropody  clinics  at  Dawlish,  Chudleigh,  Okehampton,  Lewtrenchard,  Sampford 
Courtenay,  Tavistock,  Marystowe,  Brentor,  Mary  Tavy,  Lamerton,  Buckland 
Monachorum,  Meavy,  Chulmleigh  and  Yelverton. 

The  Old  People’s  Welfare  Committee  continued  to  run  the  service  in  Brixham, 

All  these  voluntary  organisations  received  a county  grant  consisting  of 
£10  per  1,000  population. 
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PART  V 


Enyironmental  Hygiene 
Food  and  Milk 
Water  Supplies 

Sewerage  and  Sewage  Disposal 
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ENVIRONMENTAL  HYGIENE 


District  Medical  Officers  of  Health 

The  prime  responsibility  for  keeping  a watchful  eye  on  the  environment  lies 
with  the  district  medical  officer  of  health.  It  is  essential  that  he  should  be 
specially  qualified  and  be  experienced  in  this  branch  of  medicine,  and  also 
be  free  to  devote  an  adequate  amount  of  time  to  preventive  work — hence  the 
policy  of  the  Ministry  of  Health  in  favour  of  full  time  medical  officers  of  health. 

Food  and  Milk 

Food  hygiene  is  supervised  by  district  medical  officers  of  health  and  the  public 
health  inspectors  but,  with  the  exception  of  Torquay,  sampling  of  foods  under 
the  Food  and  Drugs  Act,  1955  is  undertaken  by  this  department. 

There  are  six  sampling  officers  in  the  county  whose  function  it  is  to  procure 
samples  of  any  food  which  is  sold  for  human  consumption  and  they  are  super- 
vised by  the  county  health  inspector.  Food  and  Drugs  Act  samples,  other 
than  milk,  are  sent  to  the  public  analyst  for  examination,  but  the  majority  of 
milks  are  subjected  to  the  gerber  test,  in  this  department,  and  only  the  suspicious 
samples  are  submitted  to  the  public  analyst. 

During  the  year,  2,961  formal  and  informal  samples  were  taken.  A hundred 
and  ninety-nine  milk  and  882  other  commodities  were  submitted  to  the  public 
analyst  and  the  remaining  1,880  (all  milks)  were  examined  by  the  gerber  test 
in  the  laboratory  attached  to  the  department. 

The  samples  submitted  to  the  public  analyst  represented  a wide  range  of 
foodstuffs  and  medicines  including  milks,  ice  cream,  sausages,  spirits  and 
various  proprietary  medicines,  drugs  and  vitamin  preparations. 

The  public  analyst  reported  that  of  the  1 ,08 1 samples  he  received  ninety- five 
were  either  adulterated  or  gave  rise  to  some  other  irregularity.  Sixty-six  of  the 
ninety-five  samples  were  of  milk  and  thirty-one  contained  added  water.  As  a 
result,  five  vendors  were  prosecuted  and  a warning  letter  was  sent  in  eight  other 
cases.  The  other  samples  of  milk  were  ones  in  which  the  non-fatty  solids  and/or 
butter  fat  was  below  the  normally  accepted  figure,  but  investigation  in  each 
case  showed  that  the  milk  was  being  sold  in  the  same  condition  as  it  came  from 
the  cow  and  that  no  offence  under  the  Food  and  Drugs  Act  v/as  being  committed. 

The  remaining  twenty-nine  samples  other  than  milk  reported  on  by  the 
public  analyst  included  a wholemeal  loaf  containing  pieces  of  cotton  material, 
a meat  pie  containing  fiakes  of  iron  rust,  chocolate  containing  a piece  of  iron 
wire,  sponge  cakes  with  a growth  of  mould,  pasties  contaminated  with  a growth 
of  mould,  a sausage  roll  contaminated  with  a growth  of  mould,  jam  containing 
a curved  glass  splinter,  paper  baked  in  a loaf,  rolls  infested  with  ants,  an  open 
safety  pin  embedded  in  a sausage  roll,  a blow  fly  in  a sausage  roll,  grass  seeds 
in  milk,  milk  contaminated  by  mould  growth,  glycerin  containing  insufficient 
anhydrous  glycerin,  hemp  fibre  in  bread,  Maggi  french  dried  onion  soup 
containing  a piece  of  jagged  metal,  pork  sausages  deficient  in  meat,  butterscotch 
deficient  in  butter  fat,  lemon  squash  containing  no  lemon  solids,  ice  cream 
deficient  in  milk  solids-not-fat,  apple  turnovers  with  extensive  mould  growth, 
casseroled  steak  deficient  in  meat,  a nail  baked  in  a cake  and  grape-fruit 
marmalade  deficient  in  solids. 

It  was  decided  to  prosecute  in  six  of  these  cases,  and  warning  letters  were  sent 
in  a further  five  instances. 

The  sampling  officers  take  their  samples  with  very  considerable  care  and 
selectivity.  Apart  from  the  help  given  in  this  department,  they  are  assisted  and 
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advised  in  their  choice  of  samples  by  consultation  with  the  public  analyst  and 
by  a close  study  of  the  reports  issued  by  the  public  analysts  of  other  counties 
and  published  accounts  of  legal  action  taken  by  other  Food  and  Drugs  authorities. 

All  complaints  of  alleged  infringements  of  the  principal  Acts  or  the  many 
regulations,  etc.,  made  under  it  are  very  carefully  examined.  The  co-operation 
of  the  public  and  of  other  local  authorities  is  welcomed,  and  I hope  that  this 
assistance  will  increase  in  the  future. 


Milk 

The  divisional  milk  officer  of  the  Ministry  informs  me  that  at  the  end  of 
December,  1963,  there  were  8,230  registered  milk  producers,  7,188  of  whom 
held  T.T.  licences;  this  latter  figure  should  continue  to  increase  at  a steady  rate. 

The  divisional  veterinary  officer  of  the  Ministry  of  Agriculture,  Fisheries 
and  Food  reports  that  during  the  year  449,266  cows  were  tuberculin  tested  in 
the  county.  Of  these  there  were  ninety-eight  reactors  and  fifty-one  showed 
lesions  of  tuberculosis.  This  is  a dramatic  improvement  upon  the  position  in 
pre-war  days,  when  over  one-third  of  all  cattle  reacted  to  the  tuberculin  test. 
I also  understand  that  a good  start  has  been  made  in  the  scheme  for  calf  vacci- 
nation against  brucellosis.  It  is  to  be  hoped  that  there  will  soon  be  100% 
acceptance  since  unless  the  disease  can  be  eradicated,  or  all  milk  is  pasteurised, 
there  will  be  a continuing  risk  to  consumers — quite  apart  from  economic 
effects  on  a farm  where  infection  occurs.  The  divisional  veterinary  officer 
estimates  that  during  the  year  approximately  60%  of  the  eligible  dairy  heifers 
were  vaccinated  against  brucellosis. 


Biological  Examination  of  Milk  for  the  presence  of  Tuberculosis 

During  the  year  a total  of  721  samples  were  submitted,  special  attention 
being  paid  to  milk  to  be  sold  unpasteurised.  There  were  no  positive  results. 

The  figures  for  the  preceding  eleven  years  are  as  follows: 


Year 

No.  of  Samples 

Positive  Results 

1952 

781 

11 

1953 

475 

3 

1954 

1,028 

12 

1955 

1,941 

5 

1956 

959 

0 

1957 

831 

4 

1958 

1,107 

2 

1959 

905 

2 

1960 

679 

0 

1961 

627 

0 

1962 

666 

0 

The  Milk  {Special  Designation)  Regulations,  1960 

These  Regulations,  which  came  into  force  on  January  1st,  1961,  gave  to  the 
county  council  the  duty  of  licensing  every  dealer  in  designated  milk;  this 
work  had  previously  been  carried  out  by  the  public  health  departments  of 
forty-seven  district  councils:  the  task  of  supervision  and  control  by  one 
authority  was  therefore  a formidable  one. 

It  has  meant  the  annual  inspection  and  general  approval  of  the  premises  and 
milk  handling  facilities  of  992  dealers,  and  a comprehensive  sampling  programme 
is  now  in  being. 
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During  the  year  the  following  samples  were  submitted: 


Pasteurised 

Total 

No.  failing  phosphatase  test. 

1,238 

1 

Tuberculin  Tested 

Total 

No.  failing  methylene  blue  test. 

565 

70 

Sterilised 

Total 

No.  failing  turbidity  test. 

39 

0 

When  a sample  fails  to  pass  the  prescribed  test,  an  immediate  inspection  of 
the  dealer’s  premises  is  made  and  repeat  samples  are  taken  where  necessary. 
If  it  is  thought  that  the  failure,  in  the  case  of  T.T.  milk,  is  the  fault  of  the 
producer,  the  Ministry  of  Agriculture,  Fisheries  and  Food’s  divisional  milk 
officer  is  informed. 

The  county  council  issued  licences  to  the  six  pasteurising  plant  operators 
remaining  in  the  county  and  a very  careful  watch  is  kept  on  both  the  plants  and 
the  processed  milk.  This  involves  regular  inspections  and  samples  are  submitted 
for  laboratory  examination  at  very  frequent  intervals.  Additional  checks  on 
the  quality  of  the  processed  milk  are  afforded  by  the  routine  sampling  of  milk 
supplied  to  the  schools  in  the  county.  A very  large  proportion  of  school  milk 
is  derived  from  these  plants. 

Milk  in  Schools  Scheme 

The  tendering  and  three-year  contract  system  of  supplying  the  schools 
with  milk,  which  commenced  in  1955,  has  worked  with  great  success  as  far  as 
this  department  is  concerned.  The  overwhelming  majority  of  schools  are 
supplied  with  pasteurised  milk  derived  from  five  pasteurising  establishments. 
This  has  enabled  effective  supervision  of  the  supply  to  be  maintained,  but  as  it 
also  means  that  any  breakdown  of  control  or  supervision  could  place  a large 
proportion  of  the  county’s  population  at  risk,  constant  vigilance  is  as  important 
as  ever. 

Six  hundred  and  four  samples  of  pasteurised  milk  were  submitted  for 
examination  and  all  passed  the  phosphatase  test.  Thirty-eight  samples  of 
tuberculin  tested  milk  were  also  examined  by  the  methylene  blue  test. 


Water  Supplies 


Water  Boards  in  the  county  have  all  been  active  during  the  year,  and  all 
have  substantial  schemes,  either  in  course  of  construction  or  awaiting  the  consent 
of  the  Ministry  of  Flousing  and  Local  Government.  This  progress  is  emphasised 
by  the  amount  of  precept  which  each  Board  makes  on  the  County  Council. 

Comparative  figures  are  as  follows : 


North  Devon  Water  Board: 
South  and  South-West 
Devon  Water  Board: 

East  Devon  Water  Board: 


1961/62 
Actual  Cost 
£248,620 

£152,375 

£87,726 


1962/63 
Actual  Cost 
£277,746 

£157,974 

£89,498 


1963/64 
Probable  Cost 
£147,575 

£84,500 

£73,400 


On  October  1st,  1963,  the  South  Devon  Water  Board  was  brought  into  the 
South-West  Devon  Water  Board.  The  new  board  embraces  the  following  areas: 
Dartmouth  Borough,  Torquay  Borough,  Totnes  Borough,  Ashburton  U.D.C., 
Brixham  U.D.C.,  Buckfastleigh  U.D.C.,  Dawlish  U.D.C.,  Kingsbridge  U.D.C., 
Newton  Abbot  U.D.C.,  Paignton  U.D.C.,  Salcombe  U.D.C.,  Teignmouth 
U.D.C.,  Kingsbridge  R.D.C.,  Newton  Abbot  R.D.C.,  twelve  parishes  of  the 
St.  Thomas  R.D.C.  together  with  parts  of  two  others  and  finally  the  Totnes 
R.D.C. 
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The  South  Devon  Water  Board  up  to  the  30th  September,  1963,  had  a 
statutory  area  amounting  to  240  square  miles.  Two  hundred  and  ninety-nine 
miles  of  mains  had  been  laid  and  the  total  amount  of  water  supplied  during 
1963  was  653  million  gallons,  including  230  million  gallons  supplied  to  Paignton 
Urban  District  Council  from  the  new  Ranney  plant,  near  Totnes.  The  total 
capital  expenditure  at  the  end  of  September  1963,  was  £2,689,173. 

The  North  Devon  Water  Board  now  covers  an  area  of  1,621  square  miles; 
over  1,000  miles  of  mains  have  been  laid  and  the  average  quantity  of  water 
supplied  is  over  seven  million  gallons  per  day.  The  total  expenditure  incurred 
by  the  board  up  to  March,  1963,  was  £5,747,134.  The  works  at  Belstone,  to 
treat  water  from  the  Taw  Marsh  scheme,  were  completed  during  the  year,  and 
eight  out  of  the  nine  proposed  wells  on  the  Marsh  have  been  sunk. 

During  1963  the  Ministry  of  Housing  and  Local  Government  published  an 
Order  relating  to  the  proposed  re-grouping  of  water  authorities  in  East  Devon, 
but  objections  were  received  and  these  are  to  be  considered  by  a special  Parlia- 
mentary Committee  early  in  1964. 

During  the  year  grants  under  the  Rural  Water  Supplies  Act  were  agreed  to 
in  principle  on  the  following  schemes: 


Local  Authority 

Parishes  or 

Estimated 

Areas  Affected 

Cost 

Bideford  B.C. 

Water  Main  Extensions 

£ 

8,250 

Newton  Abbot  R.D.C. 

Torbryan  (village  of  Denbury) 

2,400 

Newton  Abbot  R.D.C. 

Bovey  Tracey 

11,300 

St.  Thomas  R.D.C. 

Kenton  Reservoir  Repairs 

10,750 

St.  Thomas  R.D.C. 

East  Regional  Water  Scheme— 

East  Budleigh 

6,382 

St.  Thomas  R.D.C. 

East  Regional  Water  Scheme — 
(Fencing  of  Reservoirs) 

1,135 

St.  Thomas  R.D.C. 

East  Regional  Water  Scheme — 

Woodbury 

600 

£40,817 

Sewerage  and  Sewage  Disposal 

A survey  of  all  the  projects  carried  out  by  rural  district  councils  and  the 
six  urban  and  borough  councils  recognised  as  “rural  localities”  since  the 
end  of  the  war,  shows  that  159  schemes  have  been  completed  at  a total  capital 
cost  of  £4,120,584. 

As  far  as  can  be  envisaged  at  the  moment  it  is  anticipated  that  these  authorities 
will  embark  upon  a further  199  schemes,  the  capital  cost  of  which  has  be;n 
estimated  at  £11,595,850  at  current  prices. 

The  following  schemes  submitted  to  the  county  council  for  financial  assis- 
tance were  examined  by  the  county  health  inspector  and  recommendations  in 
each  case  were  made  to  the  water  and  sanitation  committee: 


101 


Local  Authority 

Parishes  or 

Estimated 

Areas  Affected 

Cost 

Axminster  R.D.C. 

Axminster  and  outlying  areas 

£ 

(Stage  1) 

121,910 

Axminster  R.D.C. 

Membury  and  Rock 

21,000 

Bideford  B.C. 

Chanters  Lane  Area 

23,000 

Bideford  R.D.C. 

Higher  Clovelly 

1,304 

Crediton  R.D.C. 

Cheriton  Fitzpaine 

30,000 

Holsworthy  R.D.C. 

Bradworthy 

33,590 

Holsworthy  R.D.C. 

Chilsworthy 

15,725 

Honiton  R.D.C. 

Dulford 

5,000 

Honiton  R.D.C. 

Kerswell 

10,050 

Honiton  R.D.C. 

Talaton 

27,700 

Kingsbridge  R.D.C. 

Charleton 

32,050 

Kingsbridge  R.D.C. 

Kingston 

2,170 

Kingsbridge  R.D.C. 

South  Pool 

18,700 

Newton  Abbot  R.D.C. 

Chudleigh  Knighton 

29,950 

Okehampton  B.C. 

Sewer  Extensions 

12,140 

Okehampton  R.D.C. 

Drewsteignton 

26,563 

Okehampton  R.D.C. 

Meeth 

13,239 

Okehampton  R.D.C. 

Sampford  Chappie 

2,897 

Paignton  U.D.C. 

Main  Drainage  Scheme 

(Stage  II) 

219,740 

Plympton  St.  Mary 

R.D.C. 

Plymstock  (Radford) 

259,132 

St.  Thomas  R.D.C. 

Brampford  Speke  and 

Upton  Pyne 

60,400 

St.  Thomas  R.D.C. 

Courtlands  Lane,  Lympstone 

1,719 

St.  Thomas  R.D.C. 

Newton  Poppleford 

12,230 

St.  Thomas  R.D.C. 

Stoke  Canon  and  Rewe 

84,500 

South  Molton  R.D.C. 

Kingsnympton 

14,038 

South  Molton  R.D.C. 

Meshaw 

6,393 

South  Molton  R.D.C. 

Romansleigh 

2,844 

Tiverton  B.C. 

Sewers  and  Sewage 

Disposal  Works 

682,000 

Tiverton  R.D.C. 

Cullompton 

310,500 

Torrington  R.D.C. 

Ashreigney 

26,400 

Torrington  R.D.C. 

Hollacombe 

10,850 

Torrington  R.D.C. 

Little  Torrington 

14,000 

Torrington  R.D.C. 

Stibb  Cross 

14,900 

Totnes  R.D.C. 

Stoke  Gabriel 

1,340 

£2,147,974 
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PART  VI 

MISCELLANEOUS  SERVICES 


Building  Programme 

Registered  Blind  and  Partially  Sighted  Persons 
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Capital  Building  during  the  Post-War  Period 

Recent  years  have  seen  a very  considerable  increase  in  our  capital  building 
programme  in  the  provision  of  new  clinics,  ambulance  stations,  training  centres, 
and  acommodation  for  district  nurse/midwives.  Numerous  projects  have  been 
completed  in  recent  years  when  there  has  been  an  easing  in  government  restric- 
tions on  capital  building.  Tt  is  not  only  in  the  building  of  new  premises  that 
progress  has  been  made  as  many  schemes  of  adaptation  at  existing  clinics  have 
also  been  completed.  The  following  is  a record  of  post-war  buildings. 


New  Buildings  Completed 

Clinics 

Bideford 

Brixham 

Honiton 

Plympton 

Plymstock 

Tavistock 


Ambulance  Stations 
Crediton 
Plympton 


In  addition  a further  eight 
voluntary  organisations. 


ambulance  stations  have  been  provided  by 


Adult  Training  Centres 
Paignton  . . 

Junior  Training  Centres 
Barnstaple 
Dawlish  . . 

Paignton  . . 

Plympton 


60  places 

60  places 
48  places 
48  places 
48  places 


Hostel  Accommodation — Children 

Barnstaple  . . . . . . . . 24  places 

Plympton  . . . . . . . . 15  places 


Accommodation  for  District  Nurse/Midwives 
Seventeen  units  of  accommodation  have  been  provided  for  district  nurse/ 
midwives. 

In  addition,  there  have  been  numerous  schemes  for  the  conversion  of  existing 
premises  for  use  as  clinics,  ambulance  stations,  child  guidance  centres,  junior 
and  adult  training  centres,  etc. 


Buildings  in  Course  of  Erection 

Bideford  . . . . Clinic  extension. 

Paignton  . . . . Foxhole  mini-clinic  and  nurse’s  flat. 

The  mini-clinic  at  Paignton  is  a proto-type,  as  will  be  seen  by  the  accompany- 
ing plan,  comprises  clinic  accommodation  on  the  ground  floor  with  nurse’s 
flat  above.  It  is  felt  that  this  will  meet  the  needs  in  populous  suburbs  and 
smaller  towns.  It  is  anticipated  that  it  will  provide  far  more  suitable  accom- 
modation than  can  normally  be  expected  at  some  of  the  larger  halls  which  are 
being  used. 

By  next  year,  it  is  hoped  that  it  will  be  possible  to  report  some  further 
development  of  the  mini-clinic  type  project,  as  consideration  is  already  being 
given  to  the  possibilities  of  including  consulting  room  accommodation  for  local 
general  practitioners. 


104 


MINI-CLINIC  . PAIGNTON 
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Registered  Blind  and  Partially  Sighted  Persons 
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Notes.  A.  Four  died  before  treatment.  Three  refused  treatment.  Two  treatment  pending.  Two  health  too  poor  for  operation. 

B.  One  died  before  treatment.  One  treatment  pending. 

C.  One  health  too  poor  for  operation. 

D.  One  died  before  treatment.  One  refused  treatment.  Two  treatment  pending. 

E.  One  refused  treatment. 


PART  VII 


The  Health  of  the  School  Child 
The  Annual  Report  of  the 
Principal  School  Medical  Officer 
including  the  Report  of  the 
Principal  School  Dental  Officer 
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CHILD  HEALTH  SERVICES 


SCHOOL  HEALTH  SERVICE 
HANDICAPPED  CHILDREN 
DAY  NURSERIES  AND  CHILD  MINDERS 
SPECIAL  FAMILIES 

LIAISON  WITH  CHILDREN’S  DEPARTMENT 

This  administrative  division  was  introduced  in  1961  and  covers  responsibility 
for  the  range  of  activities  and  eventualities  in  the  lives  of  all  children  between 
the  ages  of  two  and  sixteen  years.  Behind  this  somewhat  unusual  arrangement 
are  two  main  principles  relating  to  the  needs  of  the  handicapped  child : firstly, 
that  all  children  should  be  regarded  primarily  as  such  and  any  handicap  as 
something  additional  to  the  ordinary  joys  and  trials  of  childhood,  and  secondly 
that  at  two  years  of  age  a handicapped  child  becomes  the  responsibihty  of  the 
education  department,  finked  with  ancillary  services  of  the  school  health 
service.  Education  or  training  of  handicapped  children  continues  until  sixteen 
years,  hence  the  upper  age  limit  of  this  section.  There  is,  of  course,  no  hiatus 
at  the  extremes,  liaison  with  the  maternity  and  infant  welfare  and  adult  health 
section  being  close  and  continuous. 

In  the  field,  the  care  of  all  children  from  birth  to  sixteen  is  the  special  respon- 
sibility of  both  assistant  county  medical  officers  and  health  visitors  and  while 
help  and  supervision  are  still  available  through  them  after  this  age,  this  is 
supplemented  in  the  case  of  handicapped  children  by  social  workers  from  the 
adult  health  section  who  assist  in  effecting  liaison  with  youth  employment 
officers,  disablement  resettlement  officers  and  others  operative  in  the  adult 
working  world. 

On  the  central  staff  there  is  a senior  medical  officer  responsible  under  the 
county  medical  officer  for  the  administration  of  the  section,  assisted  by  the 
superintendent  health  visitor,  a health  visitor  experienced  in  the  care  of  special 
families  and  clerical  staff  dealing  with  detailed  administration  of  the  separate 
sub-sections.  In  a section  covering  so  broad  a field,  it  is  impossible  to  pay 
too  high  a tribute  to  the  excellent,  unsung  work  of  the  clerical  staff  without  whose 
informed  and  loyal  co-operation  it  would  be  physically  impossible  to  cover  the 
ground. 
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SCHOOL  HEALTH  SERVICE 


Direct  control  of  this  service  is  vested  in  the  school  health  sub-committee 
of  the  education  committee,  and  we  are  particularly  fortunate  in  this  county  in 
the  friendly  and  effective  liaison  between  education  and  health  departments. 

There  are  twenty  school  medical  officers  in  the  field,  twelve  of  whom  are 
part-time  and  eight  of  these  hold  mixed  appointments  as  assistant  county 
medical  officer  and  district  medical  officer  of  health.  They  arrange  their  own 
school  programmes  and  are  responsible  for  advising  head  teachers  of  impending 
school  medical  inspections : needs  vary  widely  in  a county  of  such  size  and  diverse 
nature  as  Devon  and  a delegate  function  such  as  this  has  much  to  commend  it. 
All  school  medical  officers  have  a degree  of  independence  which  encourages 
interest  and  responsibility  and  allows  the  development  of  varied  skills. 

To  enable  us  all  to  benefit  from  such  individual  experience  and  to  guard 
against  isolation  as  well  as  to  discuss  matters  of  general  interest,  the  county 
medical  officer  holds  a central  meeting  of  assistant  county  medical  officers 
twice  a year  and  this  is  attended  by  other  headquarters’  medical  staff.  As  a 
further  means  of  exchanging  ideas,  the  senior  school  medical  officers  of 
Plymouth,  Exeter,  Cornwall  and  Devon,  also  meet  twice  a year  and  it  is  salutary 
to  realise  the  great  differences  in  these  areas.  Any  of  these  meetings  would  be 
tonic  to  those  who  view  “public  health”  as  a static,  if  not  stagnant,  discipline: 
the  range  of  discussion  and  accumulated  wisdom  is  revealing. 

Following  one  or  two  requests  from  independent  schools  for  the  extension 
of  the  school  health  service  to  them,  all  independent  schools  were  circulated  with 
particulars  and  asked  to  contact  the  county  medical  officer  if  they  were  interested : 
fourteen  accepted,  and  I am  very  grateful  to  the  busy  assistant  county  medical 
officers  who  agreed  to  add  these  schools  to  their  case  load.  The  scheme  which 
now  takes  in  a total  of  twenty  such  schools  is  already  paying  dividends  in  the 
form  of  defects  discovered  and  on  the  way  to  be  remedied. 

Dr.  Budding  reports  that  the  very  first  visit  to  one  school  proved  most 
successful  in  that  two  children  were  referred  for  speech  therapy,  one  for 
psychologist’s  report  (much  to  the  relief  of  the  school)  and  two  for  defective 
vision  (6/18).  All  these  children  had  been  attending  school  for  some  time  and 
had  had  no  routine  examinations,  and  also  a high  percentage  of  other  children 
had  had  no  booster  dose  for  diphtheria/tetanus/poliomyelitis.  In  this  school, 
which  has  now  been  visited  each  term,  twenty-five  parents  out  of  fifty-nine 
accepted  in  the  first  term,  with  a further  ten  accepting  the  next  term,  and  still 
more  for  1964.  The  head  teacher  is  anxious  for  100  per  cent,  acceptance  and  is 
most  co-operative  and  appreciative. 

Dr.  Epstein  says  that  one  of  the  first  pupils  inspected  had  been  at  school  from 
the  age  of  four  and  a half  years  and  was  only  discovered  to  have  very  little 
vision  in  both  eyes  at  the  age  of  eleven  years.  This  illustrates  the  necessity  of 
medical  inspections  in  the  best  of  private  schools. 


Special  Examinations 

Dr.  Solomon  reports  that  of  the  sixty-four  medical  examinations  of  children 
for  employment  under  the  Children  and  Young  Persons’  Act,  quite  a few  had 
been  worlang  for  months  before  applying  for  a licence  and  medical.  In  some 
cases  advice  was  given  to  the  parents,  on  medical  grounds,  which  resulted  in 
the  child  giving  up  the  job.  These  young  people  often  do  not  realise  when  they 
take  on  a delivery  round,  etc.  that  they  are  under  an  obligation  to  their  employer 
to  do  it  in  good  weather  or  bad. 
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Population 

The  numbers  of  children  on  the  school  registers  are  as  follows: 


Primary  Schools 

40,618 

Secondary  Schools 

17,882 

Grammar  Schools 

8,711 

Comprehensive  Schools 

1,820 

Special  Schools 

302 

69,333 


School  Medical  Inspections 

The  majority  of  the  medical  officers  still  favour  the  routine  method  of  medical 
inspection:  six  have  adopted  the  revised  system  whereby  the  intermediate 
examinations  are  replaced  by  a questionnaire  sent  out  to  parents  and  only  those 
children  found  by  this,  and  by  consultation  between  medical  and  teaching 
staff,  to  require  examination  are  seen.  Attendance  of  parents  at  school  medical 
inspections  is  almost  100%  in  this  county  apart  from  the  school  leaver’s  examin- 
ation which  is  poorly  attended:  this  is  possibly  only  significant  in  the  case  of 
a handicapped  child  and  would  be  followed  up  by  a home  visit  where  necessary. 

By  allowing  maximum  flexibility  in  the  method  adopted  some  very  interesting 
matters  emerge.  The  lack  of  uniformity  of  circumstances  in  this  county,  so 
often  a curse  to  the  administrator,  is  a blessing  in  this  connection  as  many  of 
the  following  extracts  illustrate:  others  are  simply  interesting  comments  on 
common  problems  which  have  been  selected  from  reports  of  their  work  sent 
in  by  assistant  county  medical  officers. 
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School  Medical  Inspection 


A — Periodic  Medical  Inspections 


Age  Groups 
Inspected 
(By  year  of  birth) 

(1) 

No.  of 
Pupils 
inspected 

Physical  Condition  of  Pupils  Inspected 

Satisfi 

ictory 

Unsat 

isfactory 

No. 

% of  Col.  2 

No. 

% of  Col.  2 

(2) 

(3) 

(4) 

(5) 

(6) 

1959  and  later 

141 

137 

97.1 

4 

2.9 

1958 

3,693 

3,684 

99.7 

9 

0.3 

1957 

2,576 

2,562 

99.4 

14 

0.6 

1956 

766 

766 

100 

— 

— 

1955 

2,109 

2,103 

99.7 

6 

0.3 

1954 

2,063 

2,058 

99.7 

5 

0.3 

1953 

811 

806 

99  3 

5 

0.7 

1952 

1,268 

1,266 

99.8 

2 

0.2 

1951 

2,494 

2,490 

99.8 

4 

0.2 

1950 

1,434 

1,432 

99.8 

2 

0.2 

1949 

1,164 

1,160 

99.6 

4 

0.4 

1948  and  earlier 

3,650 

3,649 

99.97 

1 

0.03 

Totals 

22,169 

22,113 

99.75 

56 

0.25  1 

B — Other  Inspections 

Number  of  Special  Inspections  336 

Number  of  Re-inspections  . . . . . . . . . . 3,938 

Total  . . 4,274 


C — Pupils  Found  to  Require  Treatment  at  Periodic  Medical  Inspections 
(excluding  Dental  Diseases  and  Infestation  with  Vermin) 


Notes:  Pupils  found  at  Periodic  Inspections  to  require  treatment  for  a defect  are  not  excluded 
from  Table  C by  reason  of  the  fact  that  they  were  already  under  treatment  for  that 
defect.  Table  C relates  to  individual  pupils  and  not  to  defects.  Consequently,  the 
total  in  column  (4)  will  not  necessarily  be  the  same  as  the  sum  of  columns  (2)  and  (3). 


Age  Groups  Inspected 
{By  year  of  birth) 

(1) 

For  defective 
vision 

{excluding  squint) 

(2) 

For  any  of  the  other 
conditions  recorded 
in  Part  11 
(3) 

Total 

individual 

pupils 

(4) 

1959  and  later 

2 

11 

12 

1958 

30 

210 

226 

1957 

27 

142 

156 

1956 

7 

50 

55 

1955 

34 

123 

136 

1954 

59 

128 

145 

1953 

21 

76 

89 

1952 

19 

61 

69 

1951 

95 

151 

209 

1950 

60 

106 

136 

1949 

55 

88 

130 

1948  and  earlier 

151 

197 

327 

Totals 

- 

560 

1,343 

1,690 
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Return  of  Defects  by  Medical  Inspection  in  the  Year  ended 

31st  December,  1963 

Note:  All  defects  noted  at  medical  inspection  as  requiring  treatment  are  included  in  this 
return,  whether  or  not  this  treatment  was  begun  before  the  date  of  the  inspection. 


Periodic  Inspections 

Special  Inspections 

No.  of  defects 

No.  oj 

'defects 

Defect 

Code 

No. 

Defect  or  Disease 

(1) 

Requiring 

treatment 

(2) 

Requiring 
to  be  kept 
under 

observation 
but  not 
requiring 
treatment. 
(3) 

Requiring 

treatment 

(4) 

Requiring 
to  be  kept 
under 

observation 
but  not 
requiring 
treatment. 
(5) 

4 

Skin 

236 

470 

2 

6 

5 

Eyes — a.  Vision 

560 

536 

3 

4 

b.  Squint 

111 

187 

1 

3 

c.  Other  . . 

61 

115 

1 

4 

6 

Ears — a.  Hearing 

73 

504 

6 

8 

b.  Otitis  Media 

40 

343 

3 

7 

c.  Other  . . 

26 

74 

1 

— 

7 

Nose  or  Throat  . . 

177 

1,331 

1 

21 

8 

Speech 

73 

359 

10 

12 

9 

Lymphatic  Glands 

13 

508 

— 

6 

10 

Heart 

22 

551 

2 

5 

11 

Lungs 

99 

493 

16 

4 

12 

Developmental — 
a.  Hernia  . . 

16 

41 

b.  Other  . . 

36 

240 

1 

2 

13 

Orthopaedic — 

a.  Posture . . 

64 

307 

2 

2 

b.  Feet  ' . . 

164 

452 

1 

4 

c.  Other  . . 

169 

535 

1 

2 

14 

Nervous  system — 
a.  Epilepsy 

17 

57 

_ 

4 

b.  Other  . . 

17 

127 

1 

2 

15 

Psychological — ■ 

a.  Development  . . 

15 

361 

1 

13 

b.  Stability 

101 

562 

1 

7 

16 

Abdomen 

19 

81 

3 

2 

17 

Other 

5 

72 

— 

3 

Infestation  with  Vermin 

(i)  Total  number  of  examinations  in  the  schools  by  the  school  nurses  or  other 

authorized  persons  . . . . . . . . ■ • • • • • • ■ ■ • 90,171 

(ii)  Total  number  of  individual  pupils  found  to  be  infested  . . . . . . 224 

(iii)  Number  of  individual  pupils  in  respect  of  whom  cleansing  notices  were 

issued  (Section  54  (2),  Education  Act,  1944)  . . . . . . . . • . 4 

(iv)  Number  of  individual  pupils  in  respect  of  whom  cleansing  orders  were  issued 

(Section  54  (3),  Education  Act,  1944) . . . . • . — 
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Special  Reports 

Sensory  Testing 

Sensory  testing,  which  is  done,  whenever  possible,  before  the  session  at  which 
parents  are  given  appointments,  provides  a valuable  opportunity  to  estimate 
the  child’s  readiness  and  capability  in  coping  with  an  unfamiliar  situation  on 
his  own.  We  use  Dr.  Mary  Sheridan’s  Stycar  test  for  vision  testing.  Matching 
letters  is  so  much  easier  for  young  children  than  either  drawing  them  in  the 
air  or  naming  them,  that  very  few  children  who  have  started  school  are  unable 
to  co-operate  in  this  test;  this  is  true,  also,  of  word  tests  for  hearing.  While 
these  lists  are  used  primarily  to  discover  defects  of  vision  and  hearing,  the  way 
in  which  the  child  performs  them  gives  useful  information  about  his  mental 
maturity  and  potential.  It  has  proved  well  worth  while  to  keep  under  review  the 
progress  of  the  children  who  find  intrinsic  difficulty  in  these  tests,  because  some 
of  them  also  find  formal  learning  difficult  and  later  require  special  educational 
treatment,  while  others  present  personality  and  behaviour  problems  with  which 
they  need  help. 

Dr.  Archer  says  “We  do  this  with  the  new  entrants  before  the  session  at 
which  parents  are  given  appointments  and  it  is  an  extremely  valuable  opportunity 
to  estimate  the  child’s  readiness  and  capability  in  coping  with  an  unfamiliar 
situation  on  his  own.  It  has  proved  essential  to  keep  under  observation  the 
few  children  who  find  intrinsic  difficulty  in  the  test  situation  itself,  as  well  as 
those  found  to  have  defects  of  hearing  or  vision,  as  many  of  them  find  formal 
learning  difficult,  too,  and  later  need  special  educational  treatment. 

I have,  so  far,  continued  the  eight  year  old  and  twelve  year  old  routine 
examinations  as  well  as  the  leaver’s  examination.  The  eight  year-old  examination 
of  all  children  is  a very  useful  opportunity  for  reviewing  the  child’s  physical 
and  mental  adjustment  to  school  life  at  a stage  half-way  through  primary  school. 
The  examination  in  the  last  year  at  school  is  essential  but  I find  it  is  quite  a 
different  sort  of  examination  from  the  earlier  ones.  Not  many  parents  come  to 
this  examination  and  I tliink  this  is  probably  right  except  in  special  cases. 
It  means  that  the  boys  and  girls  are  beginning  to  take  up  their  own  responsibility 
in  their  own  way — when  a parent  is  present  inevitably  he  or  she  does  most  of 
the  talking;  when  the  boy  or  girl  comes  alone  there  are  often  questions  they 
want  to  ask  and  a lively  and  useful  conversation  develops. 

During  the  year  I have  included  sweep  audiometry  as  part  of  my  routine  of 
examination  for  school  leavers.  The  intention  is  to  discover  any  early  degenera- 
tive hearing  loss  before  the  child  leaves  regular  medical  supervision.  It  is 
too  early  yet  to  judge  how  useful  this  procedure  will  be.” 

Dr.  Archer  also  comments  on  the  valuable  follow-through  from  child  welfare 
centre  to  school;  she  says — “ Repeatedly  one  finds  that  records  of  progress  in 
early  development  are  of  great  value  when  children  present  problems  late  in 
life.  For  instance,  the  sequence  of  late  head  control,  late  speech  development, 
late  reading  and  writing,  is  so  frequently  found  on  looking  back  that  one  begins 
to  take  delay  in  head  control  as  an  indication  for  special  supervision  of  all 
aspects^of  developmental  progress  in  that  particular  baby.  Considerable  public 
interest  is  being  taken  now  in  “learning  problems”  in  school  children.  I am 
sure  that  these  problems  are  going  to  be  traced  back  to  the  period  of  early 
learning  in  the  baby,  and  will  be  understood  only  in  the  light  of  a more  exact 
knowledge  of  this  formative  period  in  mental  life.  Having  the  opportunity 
for  continuous  observation  of  individual  children  from  infancy  throughout 
school  life  gives  both  an  opportunity  and  a challenge.” 
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Behaviour  problems  in  secondary  modern  schools;  Dr.  Tait  encountered  so 
many  disturbing  problems  in  his  area  that  he  and  the  headmasters  decided 
more  effective  help  could  be  provided  by  his  spreading  out  routine  school 
medical  inspections  and  visiting  the  schools  weekly  instead  of  making  a block 
booking.  He  is  thus  able  to  keep  in  touch  with  the  problem.  One  striking 
example  is  given  of  an  “epidemic  of  hysterical  fits”  started  by  one  maladjusted 
girl,  which  was  aborted  by  prompt  action  as  a result  of  the  liaison  with  medical 
officer  and  health  visitor  resulting  from  repeated  visits. 

Parental  attendance  at  medical  inspections  for  grammar  school  girls:  Dr. 
Epstein  tackled  this  problem  by  addressing  the  Parent/Teacher  Association  on 
the  subject  of'what  the  school  medical  officer  was  trying  to  accomplish  and 
reports  that  this  proved  a great  asset  during  medical  inspections.  “In  fact  the 
mothers  came  to  examinations  ready  to  discuss  their  problems  to  such  an  extent 
that  I had  to  cut  down  from  fifteen  to  ten  pupils  per  session — to  see  more 
could  defect  its  own  aims.  The  problems  of  this  age  group  are  deep-rooted 
and  difficult — they  take  time  to  sort  out  and  discuss”.  In  particular  she  stresses 
that  the  school  medical  officer  is  in  a position  to  give  a great  deal  of  help  in 
conditions  such  as  acne  and  adiposity,  matters  which  require  time  and  sympa- 
thetic patience  and  are  of  tremendous  importance  to  teenagers : also  psychological 
problems  and  tensions  between  mother  and  daughter  can  be  talked  over,  sorted 
out  and  considerably  helped  at  an  S.M.I. 


Smoking 

Dr.  Browning  reports  as  follows: 

Smoking  Habits  of  School  Children 

An  enquiry  was  made  into  the  smoking  habits  of  all  school  children,  aged 
thirteen  to  eighteen  inclusive  in  the  Plymouth-Ivybridge-Kingsbridge  area. 
Twenty-four  per  cent  are  regular  cigarette  smokers,  boys  and  girls  in  equal 
numbers.  A further  20%  of  boys  and  12%  of  girls  are  ex-smokers,  having 
given  it  up  within  the  past  three  years. 

Smoking  starts  principally  in  the  second  year  at  senior  school.  Of  those  who 
do  not  start  smoking  at  this  stage,  most  remain  non-smokers  up  to  the  end 
of  their  fifth  year,  but  some  succumb  in  the  sixth  form. 

Boys  smoke  more  heavily  than  girls.  Figures  for  those  smoking  twenty  or 
more  cigarettes  per  week : 


Boys 

Girls 

3rd  year 

7% 

3.7% 

4th  year 

8% 

4.6% 

5th  year 

6% 

4.7% 

6th  year 

19% 

NU 

The  incidence  of  smoking  in  the  C and  D streams  is  only  slightly  more  than 
in  the  selective  streams,  although  the  difference  is  greater  amongst  girls. 


Parents’  Smoking  Habits 


Parents 


Smokers 

Non-smokers 

Children  . . Smokers 

82% 

18% 

. . Non-smokers 

In  976  families  questioned: 

72% 

28% 

Both  parents  smoke  in 

30% 

Father  alone  smokes  in 

34% 

Mother  alone  smokes  in 

13% 

Both  parents  are  Non-smokers  in 
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23% 

Health  Education — Dangers  of  Smoking 

During  the  year  the  anti-smoking  campaign  in  the  schools  has  been  intensihed. 
I have  talked  to  all  third  year  pupils  in  the  senior  schools  in  groups  of  not  more 
than  forty  at  a time.  Posters  and  graphs  have  been  used  during  the  talks,  and 
several  kinds  of  pamphlets  together  with  letters  addressed  to  parents  have  been 
distributed  at  the  end  of  each  talk.  Every  aspect  of  the  problem  is  covered,  not 
only  the  statistical  results  of  cigarette  smoking,  but  also  why  a person  starts 
smoking,  how  hard  it  is  to  give  it  up,  why  many  adults  deny  that  smoking  is 
harmful  when  they  already  know  that  it  is,  why  the  Government  does  not 
prohibit  smoking;  the  fact  that  grown-ups  continue  smoking  NOT  because  they 
think  it  is  grown-up  but  because  they  cannot  stop — tobacco  has  too  great  a 
hold  on  them;  and  the  possible  financial  benefits  of  not  smoking.  Each  talk 
is  designed  to  fit  into  a normal  school  period  of  forty  minutes  with  time  for 
questions.  There  is  never  a shortage  of  sensible  questions  shev/ing  that  many 
pupils  give  serious  thought  to  this  subject. 

During  the  1963-64  school  year,  the  campaign  is  being  extended  down  to  the 
second  year  pupils,  and  the  whole  of  the  second  and  third  years  are  receiving 
talks,  as  above,  with  pamplilets,  in  the  autumn  term;  film  slides  and  com- 
mentary in  the  spring  term  and  one  of  the  Ministry  of  Health  films  will  be  shown 
in  the  summer  term. 

Information  has  been  passed  to  headmasters  about  a very  successful  anti- 
smoking club  run  by  the  pupils  at  a London  comprehensive  school  and  several 
are  interested  and  hope  to  start  their  own  clubs  in  1964.  This  is  a very  much 
more  promising  idea  than  it  might  appear  at  first  sight. 

Smokers’  Advisory  Clinic 

The  first  smokers’  advisory  clinic  in  the  south-west  is  now  operating  at 
Plymstock.  Smokers  of  any  age  who  find  it  difficult  to  give  up  smoking  can 
attend  the  clinic.  It  is  open  to  cigarette,  cigar  and  pipe  smokers.  Each  session 
of  the  clinic  consists  of  nine  weekly  meetings,  beginning  on  the  first  Wednesday 
evening  of  the  school  term.  Numbers  are  limited  to  fifteen  people  at  a time. 

It  is  too  early  to  assess  results  yet  but  patients  are  unanimous  in  saying  they 
derive  much  help  and  strength  from  the  meetings.  At  their  request,  twice 
weekly  meetings  were  considered,  but  too  few  could  come  on  the  second  evening 
to  form  an  effective  group.  Treatment  consists  of  an  initial  interview  with  each 
patient,  to  explore  individual  problems  and  establish  a personal  relationship, 
followed  by  group  discussion.  Drugs  are  not  being  used  in  the  first  instance; 
but  might  be  worthy  of  trial  for  the  smoker  who  has  stopped  smoking  already 
but  finds,  after  some  weeks,  that  the  craving  is  still  very  strong  and  he  is 
beginning  to  weaken,  being  sorely  tempted  to  smoke  again.  During  the  initial 
phase,  preparatory  to  the  abrupt,  complete  cessation  of  smoking,  most  people 
find  the  Personal  Record  Card  very  helpful,  whereon  they  record  every  cigarette, 
or  cigar  or  pipe  smoked  each  day. 

It  is  made  clear  to  every  patient  that,  in  the  case  of  cigarettes,  there  is  NO 
SAFETY  LIMIT  WHATEVER,  below  which  it  is  safe  to  smoke. 

Mental  Health 

Dr.  Browning  undertook  the  management  of  seven  families  with  ^motional 
and/or  mental  problems.  This  reduced  the  load  on  a child  guidance  clinic  which 
had  a very  long  waiting  list,  and  thus  aid  was  provided  much  more  speedily 
than  could  otherwise  have  been  done.  It  was  also  the  only  way  of  helping  those 
who  declined  the  child  guidance  service  and  refused  to  have  a stranger  in  their 
homes.  All  the  work  was  done  in  their  own  homes  in  the  evenings.  This  had  three 
advantages : 
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1 . It  allowed  anything  up  to  four  hours  to  be  spent  at  one  interview,  which 
was  very  valuable;  this  is  not  possible  at  a clinic. 

2.  All  the  members  of  the  family  could  be  present  as  required. 

3.  The  family  was  seen  in  its  own  environment. 

The  total  time  spent  on  the  seven  families  was  124  hours,  and  varied  from 
three  to  sixty-four  hours  for  individual  families.  Whilst  this  was  at  times  ex- 
hausting, the  results  fully  justified  the  time  and  effort  spent.  This  method  of 
working  is  not  for  everybody;  but  it  is  probably  the  only  way  of  bringing  really 
effective  help  in  a selected  minority  of  cases. 


Overweight  children  and  poor  teeth 

Dr.  Epstein  says:  “I  would  like  to  take  both  problems  together  as  I believe 
they  have  a common  cause,  excess  carbohydrate. 

It  is  quite  true  we  have  never  had  it  so  good.  The  large  adipose  unhappy 
schoolchildren  are  taking  the  place  of  the  undernourished,  and  these  children 
are  far  more  difficult  to  treat.  It  is  untrue  to  say  the  fat  child  is  a jolly  child, 
even  as  found  in  the  infants’  school  they  are  self-conscious  and  unhappy,  hate 
having  clothes  made  for  them  instead  of  being  able  to  choose  them  off  the  peg. 
are  poor  at  games  and  full  of  psychological  problems. 

We  find  these  unhappy  fat  children  all  the  way  up  through  the  schools.  In 
the  grammar  school  there  are  girls  of  fifteen  weighing  twelve  stone.  These 
children  are  very  difficult  to  treat  and  they  go  on  gaining  weight  which  certainly 
jeads  to  more  difficulties  in  adult  life. 

We  must  give  this  problem  consideration.  Are  we  encouraging  the  wrong 
diet,  starting  them  off  in  life  to  require  a taste  for  sweet  food  ? Soon  enough  the 
child  goes  to  school  and  is  introduced  to  the  tuck  shop  over  wliich  we  have  no 
direct  control,  and  the  schools  in  spite  of  advice  insist  on  selling  sticky  buns  at 
break  time.  I know  cliildren  who  never  had  sweets  and  disliked  anything  that 
tasted  sweet;  even  after  seven  those  children  would  rather  eat  cheese,  eggs, 
fish  and  fruit,  rejecting  sweets,  buns,  cakes,  puddings,  etc.  and  the  longer 
we  can  keep  them  on  a low  carbohydrate  diet  in  my  opinion  the  better. 

I think  the  answer  is,  and  always  will  be,  not  therapy  for  the  overweight 
but  prevention  of  adiposity  and  this  will  also  prevent  dental  decay.’‘ 


Colour  Vision 


In  Dr.  Budding’s  area  all  entrants  to  senior  schools  have  colour  vision  tests 
(boys  only  as  a routine  with  a random  selection  of  girls;  this  time  all  were  tested). 


Number 

Green 

Red 

tested 

Colour  Blind 

Colour  Blind 

No.  % 

No.  % 

Boys 

240 

10  4.2 

I 0.4 

Girls 

225 

0.4 

(1  doubtful) 

i.e.  of  4.6%  Colour  Blind — 91%  Green 

9%  Red 


Total 

Colour  Blind 
No.  % 

11  4.6 

1 0.4 

(doubtful 
result) 


In  the  case  of  the  girl  she  is  psychologically  disturbed  and  therefore  unreliable. 

I find  it  useful  to  tell  the  boys  of  the  defect  at  this  time  as  it  saves  disappoint- 
ment in  later  years  e.g.  if  they  wish  to  join  the  R.A.F.  (flying),  police,  etc.  It 
would  not  seem  worthwhile  testing  the  girls’  colour  vision  as  a routine. 
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Early  Maturing 

Following  on  last  year’s  small  investigation  Dr.  Budding  continued  to 
question  all  the  girls  entering  secondary  schools  in  their  first  term,  i.e.  11+. 
The  following  results  were  obtained: 

Number  Menses  Menses 

Questioned  Commenced  not  yet  Menstruating 

Commenced 

200  26  174 

Interesting  to  compare: 

STARTED  MENSES 
Grammar  School  Secondary  Modern 

School 

16%  15% 


13% 


Lowest  Stream  in 
County  Secondary 
Schools 
5i% 


but  of  the  174  the  following  was  discovered: 


Number  Not 
Yet  Started 
174 


Number  Ignorant 
of  "''Periods” 

70 


Per  Cent  Ignorant 
of  "Periods” 
35% 


Conclusions : 

1.  Many  parents  are  allowing  girls  to  enter  secondary  schools  knowing 
nothing  of  menstruation. 

2.  It  is  obvious  that  every  primary  school  must  make  provision  for  disposal 
of  sanitary  towels,  etc. 

3.  There  appears  to  be  a relationship  between  early  maturity  and  intelligence 
(or  could  it  be  better  homes  ?) 


Teenage  Morals 

Dr.  Tait  comments  that  the  apparently  increasing  laxity  is  frequently  excused 
by  emphasising  the  earlier  physical  maturity  of  the  children,  but  surely  we 
adults  must  take  a lot  of  the  blame  for  not  appreciating  that  physically  mature 
children  have  not  necessarily  developed  sufficiently  in  character  and  responsi- 
bility to  be  able  to  dispense  with  discipline  and  guidance  from  their  parents. 

Personally,  with  all  diffidence,  I should  welcome  a change  in  our  attitude  to 
infant  and  child  training.  I feel  that  for  years  too  much  emphasis  has  been 
placed  on  freedom  of  expression  in  children  while  “discipline”  has  been  almost 
a dirty  word.  By  the  time  children  have  become  teenagers  it  is  too  late,  and 
I find  quite  often  that  parents  are  really  afraid  to  cross  their  undisciiDlined 
offspring.  To  give  only  one  example,  it  is  now  regarded  as  very  “square”  for 
parents  to  stay  in  their  own  home  during  a teenage  party  and  it  takes  a lot  of 
courage  on  the  parents’  part  to  incur  the  displeasure  of  their  children  by  refusing 
to  conform. 


Personal  Relationships 

Several  schools  in  the  area  of  the  South  West  Divisional  Executive  have 
experimented  with  engaging  speakers  of  note  to  address  large  audiences  of 
senior  school  children  on  this  topic  allowing  time  afterwards  for  questions  and 
discussions.  Sometimes  the  audiences  are  mixed  and  always  provision  is  made 
for  anonymity  of  the  questioner.  The  school  medical  officers  and  health 
visitors  have  co-operated  in  various  ways,  sometimes  by  serving  on  a panel, 
sometimes  by  giving  talks  in  schools  or  simply  making  themselves  available 
for  private  discussion  with  children  who  have  problems  in  this  field. 
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Opinion  is  divided  as  to  the  relative  merits  of  the  group  or  individual  approach, 
but  there  is  no  doubt  that  however  much  we  accept  the  home  as  the  right  and 
proper  environment  for  such  instruction  in  both  physiology  and  wholeness  of 
living,  the  children  do  not  in  fact  receive  this.  It  is,  therefore,  felt  that  the 
schools  must  at  least  make  available  help  and  guidance,  the  necessity  for  which 
is  emphasised  by  growing  pressures  of  advertising  and  general  pubhc  acceptance 
of  a more  easy-going  manner  of  life. 

From  the  Torbay  area  Dr.  Solomon  reports:  “The  local  Marriage  Guidance 
Council  has  been  concerned  that  schools  have  not  taken  advantage  of  the  many 
opportunities  to  have  discussions  with  their  senior  pupils  on  personal  relation- 
ships. In  1963  the  Torbay  Divisional  Executive  initiated  a programme  which 
started  with  two  conferences  (one  for  two  hundred  girls  and  one  for  two 
hundred  boys)  addressed  by  Canon  Patey,  who  was  assisted  by  a doctor  in 
answering  medical  questions.  I took  part  in  the  boys’  conference  which 
resulted  in  over  a hundred  questions  which  were  sent  up  anonymously. 
Answering  these  kept  us  busy  from  1 1 a.m.  till  4 p.m.  and  there  were  also  many 
individual  queries  during  the  lunch  break.  It  was  a very  worth  while  beginning. 
The  questions  covered  a wide  field  and  showed  a sensible  outlook  on  life. 
The  answers  given  were  frank  and  honest,  bearing  in  mind  tha.t  these  pupils 
were  in  their  last  year  of  compulsory  schooling.  The  questions,  specially  those 
asked  privately,  indicated  that  the  subject  had  not  been  dealt  with  in  many 
schools,  not  even  the  basic  facts  of  human  anatomy.  My  outstanding  impression 
was  that  at  least  20%  of  the  questions  were  about  V.D.  This  subject  seems  to 
have  been  shunned  by  adults,  yet  the  young  people  want  to  know,  if  for  no 
other  reason  than  to  allay  their  often  unjustified  fears. 

Subsequently  I took  part,  with  many  others,  in  a bridge  course  for  leavers  in 
a secondary  modern  school  and  answered  many  questions  on  medical  matters. 

It  is  only  right  that  the  youth  service  should  be  linked  with  the  child  health 
service,  and  I was  glad  to  lead  two  discussion  groups  during  a course  for  youth 
leaders  on  the  Young  Person  as  an  Individual,  and  in  a Group.  This  was 
followed  by  a weekend  residential  course  to  consolidate  the  items  discussed 
during  the  previous  weeks.” 

Dr.  Tait  on  the  other  hand,  comments  that  in  one  secondary  modern 
school,  with  a very  progressive  and  helpful  headmaster,  I was  asked  to  be 
part  of  an  ‘Any  Questions’  forum,  the  audience  consisting  of  fourteen-year-old 
children  of  both  sexes. 

I confess  to  a good  deal  of  discomfort  after  attending  this  forum  and  wonder 
if  sex  education  in  school  is  being  overdone  and  tending  to  corrupt  rather  than 
educate.  Would  we  not  do  better  to  teach  physiology  in  a factual  way  and 
concentrate  more  on  imparting  to  the  children  the  meaning  of  the  outmoded 
words  ‘love’,  ‘innocence’,  ‘modesty’,  and  ‘chastity’?  My  expression  of  this 
view  after  our  forum  at  least  led  to  a number  of  interesting  and  stimulating 
discussions. 

The  headmaster  concerned  has  now  arranged  for  the  health  visitor  and 
myself  to  be  available  weekly  after  our  routine  visit  to  discuss  with  girls  and 
boys  separately  anything  which  worries  them  and  which  they  would  rather  not 
discuss  with  parents  or  teachers. 

Length  of  School  Day 

Three  of  the  medical  officers  comment  on  this.  Dr.  Budding  says  she  is  con- 
cerned with  the  length  of  the  day  for  some  rural  children  who  return  home  dead- 
tired  for  their  first  year.  “They  start  early,  leaving  home  about  7.45  to  8 a.m.  and 
return  home  sometimes  as  late  as  5.15  p.m.  if  they  have  to  wait  for  school  buses. 
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The  small  child  has  to  face  school,  coping  with  W.C.  problems,  and  often  in  a 
village  that  is  strange  to  him,  eating  dinner  in  a larger  company.  It  also 
appears  to  me  quite  obvious  after  years  of  seeing  children  of  all  ages,  that  whereas 
some  are  fit  for  and  needing  school  at  four  years,  others  are  not  yet  ready  at  five 
years.  Nursery  schools  are  impracticable  in  a rural  area,  but  I am  sure  the 
following  would  be  a solution: 

(1)  Using  small  village  schools  which  have  had  to  close  (or  are  likely  to) 
with  oue-teacher-classes  for  4+  up  to  5^,  half-days  only.  Married  women 
teachers  with  young  families  could  be  utilised  for  this  and  as  there  would  be 
no  school  dinners,  could  cope  easily.  In  larger  urban  districts  these  ‘schools’ 
could  be  open  all  day  with  different  children  and  teachers  in  the  afternoons. 
The  children  would  be  initiated  into  school  without  getting  overtired  and  married 
women  part-time  teachers  could  help  to  overcome  the  teacher  shortage. 

(2)  Rest  Mid-Day — at  present  a large  number  of  children  need  tliis,  especially 
those  described  above,  and  although  small  beds  would  be  ideal,  they  are  pro- 
hibitive both  for  cost  and  space.  However,  I think  every  five  year  old  should 
rest  for  half  an  hour  after  lunch  and  schools  could  easily  and  cheaply  be 
provided  with  foam  ‘mattresses’  1 ft.  by  4 ft.  approximately  which  could  be 
used  for  this  purpose.” 

Dr.  Archer  says  the  most  important  part  of  her  school  health  work  is  the 
examination  of  school  entrants.  Wliile  the  standard  of  general  health  is  high 
amongst  these  children  there  are,  even  so,  many  points  wliich  mothers  like  to 
talk  over  in  the  early  days  of  the  child’s  school  life.  Mothers  need  reassurance 
that  it  is  not  uncommon  for  five-year-olds  to  be  worn  out  at  the  end  of  the 
school  day  during  their  first  few  weeks  at  school,  nor  for  them  to  be  unable  to 
recount  the  day’s  activities  at  school,  nor  for  some  who  look  forward  to  school 
most  to  find  it  hard  to  adapt  themselves  to  it  when  they  actually  get  there. 
Often  the  mother’s  account  of  her  child’s  reaction  to  school  is  both  surprising 
and  helpful  to  the  teachers. 

Dr.  Solomon  adds  that  two  schools  in  Torquay  have  nursery  classes,  where 
children  stay  for  the  full  school  day.  One  takes  pupils  from  four  years  old,  and 
the  other  takes  them  from  three  years  old.  The  latter  serves  a slum-clearance 
area  with  poor  housing  conditions  and  dangerous  streets  for  cliildren.  In 
conversation  with  parents  during  medical  inspection  he  was  told  that  the  very 
young  children  came  home  from  school  exhausted,  too  tired  even  to  eat  their 
evening  meal.  On  enquiry,  it  appeared  that  the  midday  rest  period  had  been 
abolished.  In  my  opinion,  these  children  (especially  under  four  years  old), 
living  in  difficult  social  circumstances,  need  a midday  rest. 


Verrucas 

Dr.  Solomon  comments  that  so  much  attention  has  been  paid  to  verruca 
treatment  and  foot  inspections  in  Torquay  in  the  past  few  years  that  children 
are  now  coming  to  the  consultation  clinics  when  a seedhng  verruca  is  even 
suspected.  Early  diagnosis  makes  treatment  so  much  shorter. 

A foot  inspection  of  all  secondary  schoolchildren  (3,523)  was  done  by  the 
nursing  assistants  again  this  year,  and  ninety-eight  children  with  verrucas 
recorded.  Arrangements  were  made  with  the  county  chiropodist  to  treat 
many  of  these  in  the  school  cUnics,  and  later  on  in  the  schools  themselves. 
However,  many  children  and  parents  preferred  to  go  to  their  family  doctors, 
private  chiropodists,  chemists,  etc.  for  treatment.  The  varied  advice  given 
and  sometimes  lack  of  supervision  made  control  of  spread  in  the  schools 
difficult,  e.g.  some  children  were  advised  to  leave  the  verrucas  uncovered  while 
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under  treatment  and  not  told  to  avoid  showers  or  barefoot  work.  It  was  noticed 
that  some  of  the  cases  diagnosed  this  year  were  the  same  ones  seen  last  year — 
and  were  said  to  have  been  under  private  treatment  all  the  time. 

It  was  significant  that  although  ninety-eight  verrucas  were  found  in  3,238 
pupils  in  forms  one  to  five,  none  were  found  in  285  pupils  in  form  six.  The 
latter  spend  all  their  time  in  study,  and  do  no  organised  games,  P.E.,  swimming, 
etc.,  and  do  no  barefoot  work. 

Minor  Ailment  Clinics 

In  the  main  our  pohcy  is  to  aboUsh  these:  in  fact  they  have  died  a natural 
death  in  most  areas  but  there  are  one  or  two  where  it  is  still  necessary  to  retain 
them.  Dr.  Epstein  reports  one  school  where  she  found  infestation  in  24%  of 
the  children  examined  and  to  deal  with  this  problem  and  the  high  incidence  of 
septic  skin  lesions  she  started  a weekly  minor  ailment  clinic  and  comments  on 
the  good  results.  At  the  end  of  one  term  infestation  was  down  to  2% ! Stern 
measures  such  as  exclusion  from  school  have  had  to  be  adopted  to  break  down 
apathetic  attitudes  and  make  the  parents  realise  it  is  less  trouble  to  send  the 
children  to  school  clean!  No  one  denies  that  such  instances  do  occur  but 
fortunately  they  are  the  exception  that  proves  the  rule  and  in  time  it  is  hoped 
these  clinics  will  become  a thing  of  the  past. 

Their  place  has  been  taken  by  consultation  cUnics  where  children  can  be 
seen  and  parents  advised  at  leisure,  with  time  for  detailed  explanations  about 
the  educational  impUcations  of  their  children’s  condition.  It  is  at  these  con- 
sultation clinics  that  much  preliminary  psychotherapy  takes  place,  thus 
preventing  the  development  of  more  serious  mental  ill  health  later  on.  In  some 
cases  reassurance  that  the  child  is  in  good  health  is  all  that  is  needed  to  satisfy 
the  parent,  who  has  projected  her  own  family  anxieties  on  to  the  child — the 
child  being  a pointer  to  the  parents  dis-ease.  No  child  can  be  considered  in 
isolation,  but  rather  as  a member  of  the  family  group,  and  here  the  local 
authority  team  of  doctor  and  health  visitor,  who  know  the  child  and  mother 
at  child  welfare  centre,  at  school  and  in  the  home,  can  be  of  such  great  assistance 
in  listening,  reassuring  and  advising. 

Relationship  with  G.P.’s 

On  the  whole  this  is  excellent,  and  medical  officers  are  encouraged  when 
they  first  take  up  their  duties  to  visit  all  G.P.’s  in  their  area,  making  themselves 
known  to  facilitate  later  contacts.  Any  child  found  at  a school  medical  inspec- 
tion to  require  treatment  is  referred  to  the  G.P.  by  letter  or  ’phone,  and  where 
specialist  advice  is  necessary  a consultation  form  is  completed  and  sent  to 
central  office:  notice  of  this  is  sent  to  the  G.P.  with  a proviso  “If  you  have  any 
objection  to  this  course  of  action,  please  inform  me  within  seven  days.  If  I 
do  not  hear  from  you  I shall  assume  that  you  have  no  objection,  but  if  you  have 
any  further  details  of  the  child’s  medical  history  which  you  think  may  be  of 
help  perhaps  you  will  be  kind  enough  to  send  these  to  me  or  direct  to  the 
consultant.  A copy  of  the  consultant’s  report  will  be  forwarded  to  you,”  which 
gives  an  opportunity  to  object  but  saves  the  G.P.  any  trouble  in  replying  if  he 
is  agreeable. 

Refresher  and  Post-Graduate  Studies 

Dr.  Solomon  refers  in  his  report  to  the  difficulties  of  keeping  up  to  date  with 
medical  and  social  studies  and  adds:  “Some  of  us  do,  by  reading  the  special 
journals,  by  regularly  attending  lecture  meetings  of  the  Society  of  Medical 
Officers  of  Health,  the  local  Medical  Society  and  the  Obstetric  Group,  by 
attending  monthly  paediatric  ward  rounds,  and  by  arranging  discussion  groups 
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with  the  paediatrician  and  psychiatrist.  The  meetings  with  the  paediatrician 
have  been  very  well  attended  by  health  visitors  and  doctors.” 

During  the  year  five  doctors  attended  courses.  Two  attended  the  new  Bristol 
course  on  the  ascertainment  of  handicapped  children  and  one  a course  on 
radioactivity  and  health,  run  by  Central  Council  of  Health  Education.  The  course 
in  Family  Psychiatry  at  Ipswich  was  attended  by  another  doctor  and  the  fifth 
was  a course  on  audiology  and  deafness  at  Manchester  University. 


ANCILLARY  SERVICES 

There  are  many  services  which,  whilst  disciplines  in  their  own  right,  also 
provide  ancillary  help  essential  to  the  proper  functioning  of  the  school  health 
service.  Referrals  are  made  by  general  practitioners,  teachers  and  others  as  well 
as  by  school  medical  officers,  but  we  try  to  keep  the  latter  informed  so  that 
they  have  a complete  picture  of  the  children’s  progress. 

Child  Guidance 

There  are  three  clinics  in  the  county  situated  at  Barnstaple,  Torquay,  and 
Exeter,  the  latter  being  a joint  clinic  with  Exeter  City.  The  teams  are  headed  by 
psychiatrists  who  give  varying  amounts  of  time  on  a sessional  basis.  Children 
from  the  south-west  of  the  county  are  referred  to  the  Nuffield  Clinic  at  Plymouth 
where  Dr.  Weeks  sees  them  for  us. 

In  addition  to  their  ordinary  work  Dr.  Johnston  and  Dr.  Weeks  give  much 
valuable  time  to  meetings  with  health  visitors  and  school  medical  officers  to 
discuss  cases  of  mutual  concern  and  to  advise  on  child  guidance  in  general. 
This  in-service  training  is  of  incalculable  benefit  and  we  are  most  appreciative 
of  such  constructive  help.  Dr.  Johnston  also  gives  much  guidance  over  problems 
of  mentally  handicapped  children  and  is  available  for  consultation  with  parents 
and  staff. 

Dr.  Gaussen  reports  that  for  the  East  Devon  child  guidance  clinic,  1963 
was  a year  of  removal  and  expansion.  During  the  spring  and  summer,  the 
premises  formerly  used  by  the  county  architect’s  department  were  adapted  and 
decorated  to  house  both  the  East  Devon  and  the  Exeter  City  child  guidance 
clinics.  In  August,  both  clinics  moved  in  and  some  of  the  advantages  of 
housing  them  together  in  one  building  are  apparent  already. 

The  site  at  Livery  Dole  on  Heavitree  Hill  is  very  accessible.  It  is  near  the 
City  Hospital  and  the  site  of  the  new  Royal  Devon  and  Exeter  Hospital. 
Although  the  two  teams  work  separately,  they  have  opportunities  for  meeting 
and  discussion.  They  are  both  under  my  direction  and  they  form  the  larger 
group  which  is  more  attractive  when  additional  staff  have  to  be  secured.  The 
building  with  two  clinics  provides  opportunities  for  teaching  students,  for 
research  and  for  conferences  with  other  social  agencies.  It  is  also  an  advantage 
that  there  should  be  a central  office  dealing  with  the  mental  health  of  children 
over  a wide  area.  The  two  clinics  are  on  the  two  lower  floors,  but  when  further 
expansion  is  needed,  it  will  be  possible  to  take  in  additional  rooms. 

At  present,  speech  therapists  from  both  county  and  city  work  in  the  building. 
As  child  guidance  becomes  more  and  more  recognised  as  the  first  line  of  defence 
against  mental  ill-health  and  is  seen  as  the  point  at  which  treatment  is  most 
effective,  its  work  is  bound  to  be  still  more  closely  linked  both  with  medicine 
and  with  education.  The  child  guidance  clinic  is  becoming  known  as  a source 
of  parent  and  family  guidance  and  its  activities  must  increase  inevitably. 
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Dr.  Johnston  reports  that  as  in  previous  years,  the  amount  of  work  and 
number  of  referrals  at  both  clinics,  Barnstaple  and  Torquay,  has  increased. 
There  are  greater  numbers  under  investigation  and  undergoing  active  treatment, 
as  well  as  increases  in  the  waiting  list.  Referrals  are  from  numerous  sources, 
though  some  general  practitioners  are  not  yet  making  the  fullest  use  of  the 
service,  and  this  has,  to  some  extent,  relieved  the  burden  on  the  clinic,  though 
not  a good  tiling  for  those  in  need  of  help.  One  happy  aspect  of  the  work  has 
been  the  establishment  of  full  teams  at  each  centre.  The  atmosphere  is  a pleasant 
one,  and  there  is  a close  integration  of  work  and  a friendly  relationship  between 
all  members.  At  the  Torquay  clinic  in  particular,  we  are  fortunate  in  having 
two  psychiatric  social  workers,  and  more  recently  an  extra  remedial  teacher. 
All  of  this  has  resulted  in  a greater  amount  of  work  being  thrown  upon  the 
clerical  staff.  1 am  grateful  to  all  for  their  willing  and  cheerful  help. 

On  the  medical  side,  the  need  for  a further  consultant  psychiatrist  has  been 
recognised  and  accepted,  though  an  appointment  has  not  as  yet  been  made. 
I have  been  fortunate  in  having  the  help  of  Dr.  David  A.  Sime.  From  the  medical 
aspect,  both  areas  are  inadequately  catered  for,  but  especially  is  this  so  in  the 
remoter  areas  of  North  Devon,  Greater  time  is  needed  for  individual  therapy, 
and  the  needs  of  the  adolescent  are  not  adequately  met.  Increasing  numbers 
are  being  referred  from  courts,  and  no  coverage  is  given  for  remand  homes 
at  present,  nor  can  enough  time  be  devoted  to  those  in  the  hostels.  In-patient 
care  for  mentally  ill  and  seriously  maladjusted  adolescents  presents  difficulty, 
though  the  help  of  existing  adult  psychiatric  units  is  acknowledged. 

Because  of  the  number  of  children  and  adolescents  to  be  seen,  not  enough 
time  can  be  devoted  to  the  individual,  nor  to  other  members  of  the  family, 
especially  the  parents.  This  is  a serious  matter  as  it  must  be  accepted  that 
society  still  has  its  basis  in  family  life.  Our  aim  is  in  many  instances  to  restore 
stabihty  and  happiness  to  the  homes  and  to  fit  the  person  to  take  his  place 
in  society  and  make  the  most  of  his  potential  abihties.  Problems  of  illegitimacy 
and  the  difficulties  experienced  by  many  adopted  children  are  factors  which 
can  have  a profoundly  disturbing  influence  on  family  life. 

Fortunately  greater  interest  is  now  being  taken  in  children  with  emotional 
or  behaviour  disorder  as  well  as  learning  difficulties,  a field  which  in  the  past 
has  been  largely  neglected.  Acute  illness  in  childhood  is  now  very  fully  dealt 
with,  wlulst  children  grow  up  stronger  and  better  nourished,  under  the  close 
supervision  of  the  school  health  service.  It  is  therefore  with  the  more  subtle 
forms  of  childhood  illness  that  one  is  concerned,  and  all  of  these  require  a 
great  deal  of  time  for  investigation  as  well  as  closely  integrated  teamwork, 
Wliilst  the  medical  aspect  is  important  in  many  cases,  one  has  to  realise  that  the 
child  is  spending  the  greater  part  of  his  time  in  the  home,  at  school  or  community, 
and  not  in  the  clinic  or  hospital,  and  has  to  maintain  social  contact  with  normal 
community  life. 

Number  of  pupils  treated  at  child  guidance  clinics 
under  arrangments  made  by  the  authority . . 

Total  No.  being  treated  1st  January,  1963 
residential 

No.  on  waiting  list  1st  January,  1963 

No.  referred  during  1963  . . 

No.  discharged  during  1963  

No.  being  treated  31st  December,  1963 
residential 

No.  on  waiting  list  31st  December,  1963 

Educational  Psychologists 

There  are  six  educational  psychologists  including  the  senior.  Dr.  Star, 
who  work  closely  with  the  school  medical  officers.  Any  child  referred  for 
assessment  is  given  an  audiogram  to  ensure  that  deafness  is  not  an  unobserved 
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750 

350 

26 

69 

395 

324 

398 

28 

90 


factor  in  any  test  of  ability.  Wliere  it  is  necessary  to  complete  form  2 H.P.  the 
educational  psychologist  completes  the  first  part  and  the  medical  officer  the 
remainder,  consulting  together  when  opinions  differ.  The  final  recommendation 
is  considered  by  the  senior  school  medical  officer  and  senior  educational  psy- 
chologist and  a suitable  placement  arranged. 

Hearing  Assessment  Clinics 

Four  of  the  school  medical  officers  have  received  special  training  in  the 
assessment  of  deaf  cliildren  and  three  hearing  assessment  clinics  have  been 
established  to  date  for  North  Devon,  East  Devon  and  the  Torbay  area.  Children 
from  the  south  and  west  are  referred  to  Plymouth  hearing  assessment  clinic. 

All  children  receive  an  annual  hearing  test  in  school  and  those  in  whom  there 
is  reason  to  doubt  aural  acuity  are  referred  to  the  hearing  assessment  clinic: 
the  clinics  also  deal,  however,  with  pre-school  children. 

Dr.  Archer  reports  that  regular  sessions  for  hearing  assessment  are  now 
being  held  in  Exmouth  as  well  as  in  Exeter  because  of  the  numbers  of  children 
to  be  seen.  Tiffs  means  that  some  of  our  children  under  regular  review  will  attend 
the  chnic  in  their  own  locality  instead  of  travelling  to  Exeter  and  also  that  a 
second  screening  of  babies  and  toddlers  requested  by  health  visitors  can  be 
carried  out  under  conditions  rather  more  suitable  than  during  a child  welfare 
chnic. 

Attendance  figures  are  given  in  the  following  table.  A high  proportion  of 
children  attending  at  Exeter  had  some  degree  of  hearing  loss,  twenty  in  thirty- 
three  new  cases;  this  results  from  the  method  of  selection  for  appointments. 
The  number  of  children  needing  appointments  grows  every  year  and  in  order 
to  reduce  pressure  on  clinic  time,  threshhold  audiograms  are  done  in  school 
in  suitable  cases.  Only  when  these  confirm  the  necessity  for  clinic  investigation 
is  an  appointment  given.  No  new  case  of  severe  bilateral  hearing  loss  was  dis- 
covered during  the  year.  Hearing  aids  were  supplied  to  two  children  whose 
hearing  loss  had  been  diagnosed  before  1963  and  had  not  improved  with 
removal  of  adenoids. 

Nineteen  children  using  hearing  aids  are  attending  these  clinics  for  supervision 
and  it  becomes  clearer  each  year  that  every  child  with  a permanent  or  recurrent 
hearing  loss  needs  regular  review.  We  find  that  in  familial  deafness  a particularly 
careful  watch  is  needed  as  hearing  may  deteriorate  suddenly.  This  means  that 
^ single  screening  test  of  babies  in  families  with  this  risk  is  inadequate  and 
regular  re-testing  must  be  arranged  for  all  such  children.  Tt  means,  too,  that 
where  we  find  hearing  loss  in  young  children  of  these  famihes  every  effort  must 
be  made  as  a matter  of  urgency  to  give  them  speech  and  language  by  means  of 
hearing  since  deterioration  of  hearing  may  make  this  more  difficult.  They  have 
a priority  claim  on  the  time  of  our  peripatetic  teachers  and  need  even  more  than 
any  other  partially  hearing  children  the  company  and  stimulus  of  other  speaking 
and  hearing  children. 

As  an  off-shoot  of  the  Exmouth  hearing  assessment  clinic  we  have  started 
a weekly  play  group  for  pre-school  children  who  are  late  in  speech  development 
but  whose  hearing  acuity  is  demonstrably  normal.  This  is  a venture  that  T 
have  been  anxious  to  make  for  some  time  as  it  has  seemed  insufficient  to  exclude 
deafness  as  the  cause  of  late  speech  development  and  to  make  no  further 
attempt  to  identify  or  remedy  any  other  underlying  cause.  We  are  fortunate 
enough  to  have  the  voluntary  help  of  a trained  infant  teacher  to  run  the  play 
session  and  another  advantage  is  that  she  brings  her  two  young  children,  both 
norrnally  vocal.  Miss  Fisher,  our  speech  therapist,  is  supervising  and  suggesting 
activities.  It  will  be  necessary  to  keep  the  group  small,  but  it  promises  to  be 
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very  popular  with  both  children  and  mothers  and  I hope  to  learn  from  our 


experience  with  these  children. 

Exeter 

Exiuouth 

Sessions 

19 

3 

Attendances 

82 

17 

First  attendances 

33 

15 

Reviews 

49 

2 

New  Patients : 

Referred  for  consultation 

10 

2 

Re-examination 

10 

Observation  in  school 

6 

Review  at  hearing  assessment  clinic. . 

4 

Review  in  school 

3 

Types  of  deafness  in  new  cases : 

Nerve  deafness 

3 

Mixed  deafness 

4 

Conductive  deafness  . . 

5 

Catarrhal  and  obstructive  deafness . . 

10 

Dr.  Solomon  reports  as  follows  on  the  South  Devon  hearing  assessment 
scheme. — 

Parents  and  general  practitioners  are  now  referring  children  for  audiometric 
investigation,  and  one-third  of  all  new  patients  seen  in  1963  were  sent  by  the 
hospital  consultants.  This  indicates  that  within  five  years,  the  hearing  assess- 
ment scheme  has  become  an  important  community  diagnostic  service. 

Of  the  116  new  cases  referred  in  the  year,  twelve  were  of  pre-school  age. 
These  latter  take  time  and  patience — necessitating  sixteen  sessions  and  sixty 
individual  examinations.  One  refused  further  investigation,  one-three-month 
old  baby  was  issued  with  two  hearing  aids,  and  ten  are  attending  regularly  for 
testing.  This  indicates  the  difficulty  of  diagnosis  in  babies  and  young  children. 

As  the  years  go  by,  preliminary  investigation  has  improved,  and  now  only 
one-eighth  of  the  cases  seen  at  the  hearing  clinic  have  proved  to  have  hearing 
within  normal  limits,  compared  with  one-third  previously.  A larger  proportion 
(three-quarters)  of  referrals  are  kept  under  observation  now,  and  followed  up 
regularly. 

In  the  hospital  joint  clinic  only  eighty-eight  new  cases  were  seen,  but  many 
others  were  followed  up.  All  children  wearing  hearing  aids  are  seen  at  this  clinic 
annually. 

The  issue  of  two  hearing  aids  to  some  of  the  severely  partially  hearing  children 
has  helped  their  localization  of  sound,  and  really  become  a “pair  of  artificial 
ears”. 

The  special  teaching  unit  in  Westhill  county  primary  school  was  honoured 
by  a visit  from  the  E.N.T.  Surgeons  travelling  club.  The  members  were  most 
impressed  by  the  local  case-finding  procedure,  and  the  facilities  available  for 
diagnosis  in  this  provincial  centre.  Several  surgeons  expressed  envy  of  the 
close  co-operation  between  the  hospital  and  local  health  authority  services  in 
this  area. 

Among  the  interesting  cases  seen  during  the  year  was  (a)  one  of  autism,  who 
is  now  in  a special  hospital  for  further  long-term  investigation,  (b)  a child  who 
had  sympathetic  deafness  after  his  father  began  to  wear  a hearing  aid  and 
(c)  a four  year  old  who  had  refused  to  speak  since  a new  baby  was  born  when 
he  was  one  year  old  (he  is  now  attending  the  child  guidance  clinic).  These 
latter  cases  emphasise  a most  valuable  part  of  our  work,  which  is  not  only 
ascertainment  of  hearing  defects,  but  the  reassurance  of  parents  that  their  child 
is  not  hard  of  hearing,  specially  where  there  is  a family  history  of  deafness. 
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(1) 

(2) 

(3) 


(5) 


(6) 

(7) 


Fifth  Year  of  South  Devon  Hearing  Assessment  Scheme  (1963) 


School  Population  of  Area  . . approx.  23,066 

Pre-School  Population  of  Area  . . approx.  12,000 

No.  of  children  referred  for  investigation 
Children  were  referred  by; 

School  M.O.  . . (5  pre-school)  . . 50 

H.V./School  Nurse  (1  pre-school)  . . 22 

E.N.T.  Surgeon  (5  pre-school)  . . 36 

Child  Guidance  Service  (0  pre-school)  . . 2 

G.P.  . . . . (1  pre-school)  . . 6 

Head  Teacher  . . (0  pre-school)  . . 0 

Audiology  Unit,  London  (0  pre-school)  0 


(3a) 


Referred 

Incomplete 
cases  b/f 

Total 

in 

from  previous 

1963 

years 

116 

150 

266 

Children  referred  in  1963 
School  M.O.’s  areas: 
Dr.  Solomon 


came  from  following 


— 116 


Dr.  D.  K.  MacTaggart  (1 
Dr.  J.  MacTaggart  (3 

Dr.  Wildman  ..  (11 

Dr.  Ryan  . . . . (3 

Dr.  H.  Davies  . . (4 

Dr.  Denbow  . . (8 

Dr.  Epstein  . . (3 

Dr.  Browning  . . (0 

(36) 

(4)  Of  the  cases  referred : 


(3  referred  by  Mr.  Bradbeer) 


43 

10 

7 

17 

5 

5 

12 

15 

2 

— 116 


Investigation  completed . . 

30 

76 

106 

Investigation  incomplete 

71 

65 

136 

Investigation  not  yet  started 

9 

5 

14 

Investigation  refused  by  parents 

2 

4 

6 

Left  area  before  completion 

4 

5 

9 

116 

155 

271 

lildren  seen  at  Dr.  Solomon’s  Hearing  Clinic: 

No  further  action  needed 

9 

22 

31 

For  re-check 

55 

29 

oo 

Referred  to  Hospital  Assessment  Clinic 

14 

13 

27 

78 

64 

142 

Number  of  sessions 

Total  No.  of 
examinations 


66 / 50  school  children 
\16  pre-school 


283/223  school  children 
\ 60  pre-school 

Appointments  not 
kept  . . . . 106 

Children  referred  to  Hospital  Assessment  Clinic 
following  audiometry  and  known  history 
Hospital  Assessment  Clinic 
No  further  action  advised 
Advised  operative  treatment  . . .... 

Advised  hearing  aid  (or  one  already  issued) 
Advised  operation  and  hearing  aid 
Further  observation 
Parents  refused  assessment 


0 

8 

5 

0 

5 

0 


7 

9 

14 

5 

30 

5 


7 

17 

19 

5 

35 

5 


18 


70 


88 


Number  of  sessions 

Total  No.  of 
examinations  . . 


23/17  schoolchildren 
\6  pre-school 

220/208  schoolchildren 
\l2  pre-school 


Appointments  not 
kept  . . 80 

Routine  word  tests  for  hearing  were  done  at  the  time  of  annual  vision  testing  on  all 
children  in  my  area  (3,160).  Twenty-five  children  failed  the  test  for  the  first  time — spread 
through  the  school  age  range. 
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Miss  Dangerfield,  audiometrician  for  South  Devon,  reports: 

Total  number  of  audiograms  ..  ..  ..  ••  1,130 

Seventy-two  of  these  being  routine  checks  on  children 
referred  to  the  area  psychologist. 

Total  number  of  hearing  aids  issued  ....  . . 32 

Pre-school  children  of  whom  about  ten  have  not  been 
referred  to  the  hearing  assessment  clinic,  require 
several  domiciliary  visits  to  acquire  a reasonably 
correct  graph. 

Speech  audiometry  is  still  in  its  infancy,  but  the  results  of  the  tests  which 
have  been  successful  are  proving  to  be  most  useful  to  the  assessment  of  the 
child’s  hearing. 

Mr.  Clatworthy,  audiometrician  for  North  and  East  Devon  areas,  gives  the 


following  figures : 

Total  number  of  audiograms  ..  ..  ..  ..  1,309 

Number  “sweep”  tested  . . . . . . . . . . 193 

Number  of  hearing  aids  issued  ..  ..  ..  ..  18 

Hearing  aids  checked  . . . . . . . . . . 114 

Hearing  aids  sent  for  repair  . . . . . . . . 36 

Very  young  and  E.S.N.  children  unable  to  test  . . 17 

Number  referred  for  audiograms  by  the  Educational 
Psychologists  . . . . . . . . . . . . 140 


Speech  Therapy 

At  present  the  establishment  for  speech  therapists  in  Devon  county  is  seven, 
though  the  number  employed  has  been  reduced  temporarily  as  one  post  is 
vacant  and  one  therapist  from  the  Torbay  area  was  granted  six  months  leave 
of  absence  to  visit  America  where  she  hopes  to  work  and  research  into  American 
methods.  It  is  hoped  we  shall  benefit  from  the  knowledge  she  will  acquire. 

In  October  Miss  Fisher  and  Miss  Chapman  were  appointed  as  senior  speech 
therapists  within  the  county  to  cover  the  north  and  south  areas  respectively. 

The  speech  therapists  may  be  contacted  through  the  county  medical  officer 
or  at  the  local  welfare  clinic.  When  cases  are  referred  from  other  sources, 
information  about  the  child  at  home  and  at  school  is  appreciated  as  well  as 
some  indication  of  the  nature  of  the  difficulty.  Anyone  may  ask  the  speech 
therapist  to  see  a child  but,  in  the  main,  referrals  come  from  hospital  consultants, 
school  medical  officers,  general  practitioners,  health  visitors,  schools  and  parents. 
(A  rather  exceptional  source  was  a small  friend,  or  enemy,  whose  comments 
on  a class-mate’s  stammer  proved  extremely  accurate.  The  stammer  had  not 
been  heard  in  school  where  he  rarely  spoke.  Even  young  stammerers  sometimes 
prefer  to  remain  silent  and  they  quickly  become  skilled  at  avoiding  speaking 
situations.  This  child’s  mother  was  offered  an  appointment  and  was  very  glad 
to  have  advice.) 

Referrals  should  be  made  before  three  years  if  a child  is  not  talking,  or  hardly 
talking,  and  there  is  no  reason  to  suppose  general  backwardness  or  hearing 
loss.  If  he  is  talking  fluently,  but  is  mainly  unintelligible  to  people  outside  the 
family,  a visit  before  he  starts  school  is  wise.  A periodic  check-up  will  be  made 
in  order  to  see  that  the  speech  is  developing  normally.  At  this  stage,  it  is  often 
very  important  for  the  mother  to  refrain  from  correcting  him.  She  is  reassured 
and  is  usually  glad  that  her  child  is  already  known  to  the  person  who  will 
eventually  help  should  this  prove  necessary. 
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Stammering  is  not  unusual  when  speech  is  developing  rapidly,  but  if  it 
persists,  or  becomes  very  marked,  advice  should  always  be  sought.  Stammers 
tend  to  build  up  into  a complex  of  tensions  and  steps  should  be  taken  to  avoid 
this,  if  possible.  Children  with  defective  articulation  should  be  referred  before 
the  end  of  the  first  school  year. 

Very  few  adults  have  been  referred  during  this  year,  but  this  does  not  give  a 
true  picture  of  the  need  which  is  still  being  very  inadequately  met.  This  is  a 
difficult  problem;  adults  should  be  visited  at  home  as  they  are  frequently  bed- 
ridden and  clinic  accommodation  is  rarely  suitable  for  severely  handicapped 
people. 

iNVEsriGATtON  AND  ASSESSMENT  takes  place  at  the  child  welfare  clinic.  Only 
preliminary  tests  are  made  at  school.  Treatment  is  normally  given  at  the 
clinic  where  there  is  privacy  and  the  necessary  facilities  for  various  forms  of 
treatment.  School  premises  are  usually  unsuitable;  they  are  only  used  where 
no  other  accommodation  is  available  or  where,  as  in  one  area,  in  the  north-west, 
numbers  in  school  are  such  as  to  warrant  a whole  session. 

Weekly  attendance  is  not  always  necessary.  Although  some  cases  would 
benefit  from  more  frequent  visits  than  can  be  arranged  at  present,  it  is  often 
unnecessary  for  a child  to  attend  weekly;  an  occasional  visit  is  sometimes 
sufficient.  Much  depends  on  the  parents’  co-operation  and  this  is  often  the 
essential  factor  both  in  the  remedying  of  underlying  emotional  disturbances  and 
in  carrying  out  home  practice. 

Special  Clinics 

Miss  Fisher  reports  from  East  Devon  that  she  has  been  invited  to  attend 
Dr.  Brimblecombe’s  monthly  clinic  at  the  City  Hospital,  Exeter,  for  the  care 
of  children  with  cleft  palates.  Mr.  Selley  was  invited  to  meet  the  special  dental 
and  orthodontic  problems  associated  with  cleft  palate.  Many  of  these  children 
also  have  speech  defects  and  Miss  Fisher  was  invited  to  advise  on  this  aspect. 
The  aim  is  to  co-operate  with  the  plastic  surgeons  in  reducing  the  effects  caused 
by  the  deformity  and  also  to  advise  the  parents  and  see  that  the  child  has  correct 
care  and  receives  all  necessary  help  from  available  services. 

Whenever  possible  Mr.  Selley  fits  a feeding  plate  within  a few  hours  of  birth. 
This  helps  normal  sucking  and  swallowing.  Apart  from  allowing  normal 
feeding  these  activities  are  related  to  articulation  patterns  later  on  when  the 
child  begins  to  speak.  Further  corrective  plates  are  used  to  minimise  the  mal- 
position of  the  dental  arches  and  fragments  before  surgery  to  the  hard  palate  is 
undertaken.  Later  the  closure  of  fistuli,  remaining  after  surgical  repair,  is 
attempted  by  non-surgical  means. 

The  speech  therapist  advises  on  the  relationship  between  the  abnormality 
of  the  oral  structure  and  the  speech  defect  and  may  suggest  modifications  of 
the  plates  which  assist  the  development  of  normal  articulation. 

Miss  Coleman  was  invited  to  attend  the  monthly  hearing  assessment  clinic 
at  the  North  Devon  Infirmary  which  she  has  found  most  valuable.  The  hospital 
clinic,  opened  in  this  area  this  year,  has  steadily  increased,  especially  in  referrals 
from  the  E.N.T.  department. 

Meetings  were  held  during  the  year  when  all  speech  therapists  in  the  county 
met.  The  morning  sessions  were  mainly  devoted  to  business  and  administration, 
the  afternoons  to  health  education.  The  main  topic  discussed  at  the  first  meeting 
was  the  audiometric  testing  of  children  referred  for  speech  therapy.  The  second 
was  devoted  to  recordings  of,  and  discussions  on,  cleft  palate  cases  and  for 
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the  third,  we  were  fortunate  enought  to  be  joined  by  the  two  Exeter  City  speech 
therapists  and  the  senior  speech  therapist  from  Dame  Hannah  Rogers  School  for 
Spastics,  who  kindly  brought  and  played  recordings  made  at  a day  conference 
held  during  the  year  in  Plymouth. 

Courses  and  Conferences 

Miss  Blest  working  part-time  in  the  south-western  area  attended  the  College 
of  Speech  Therapists  (Southern  Area  Western  District)  day  conference  in 
Plymouth  held  at  the  new  Nuffield  Mental  Health  Centre.  Mrs.  Willacy, 
speech  therapist  to  Dame  Hannah  Rogers  School  and  Greenbank  Hospital, 
was  the  organiser,  and  representatives  included  teachers,  health  visitors  and 
others  interested.  The  subject  was  “Current  trends  in  the  treatment  of  stam- 
mering”. The  chairmen  were  Dr.  R.  Walker,  medical  officer  of  health  and 
Dr.  J.  W.  Montgomery,  consultant  paediatrician.  The  speakers  included  Mrs. 
J.  MacLaren,  f.c.s.t.,  speech  therapist  to  St.  Mary  Hospital,  Paddington; 
Dr.  K.  Weeks,  consultant  psychiatrist,  Moorhaven  Hospital;  Miss  K.  H.  Allen, 
F.C.S.T.,  director  of  Leicester  School  of  Speech  Therapy,  and  Miss  I.  Hastings, 
speech  therapist  to  Exeter  City  Council. 

In  October,  Miss  Coleman  and  Miss  Chapman  attended  a two-day  conference 
in  Portsmouth  arranged  by  the  City  Council  on  the  problem  of  children  with 
speech  difficulties,  which  covered  a variety  of  aspects  including  developmental 
receptive  and  expressive  aphasia  and  its  treatment;  cleft  palate,  emergency 
orthodontics;  recent  progress  in  the  stimulation  of  good  speech  in  the  deaf 
child;  delayed  auditory  feedback  and  its  results,  and  the  treatment  (including 
recent  experiments)  of  stammering. 

Miss  Fisher  spent  an  interesting  day  at  the  John  Horniman’s  School  at  Worth- 
ing for  children  of  normal  intelligence  who  have  severe  speech  disorders  which 
cannot  be  dealt  with  at  an  out-patient  chnic.  They  require  intensive  speech 
therapy  and  usually  education  which  is  adapted  to  their  needs.  This  school  has 
accommodation  for  twenty-five  cliildren  from  five  to  nine  years.  It  is  run  in 
conjunction  with  Moor  House  School,  Oxted,  where  children  may  continue  after 
nine  years  of  age,  should  this  be  necessary.  Cases  are  selected  after  full  inves- 
tigation at  Moor  House  School.  A five-day  stay  at  the  diagnostic  centre  is 
usual.  The  disorders  consideredysuitable  for  this  type  of  school  are  mainly 
various  forms  of  asphasia,  organic  disorders  of  the  nervous  system  and  mechan- 
ical defects  such  as  cleft  palate.  Other  cases  are  accepted  only  under  exceptional 
circumstances. 
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Statistics  relating  to  work  in  the  different  areas  are  given  below: 
Speech  Therapy  Clinics — Annual  Returns  of  Work  for  1963 


Area  and  Officer 

No.  of 
clinics 
operating 

Cases 

discharged 

during 

year 

Under 
treatment 
at  end  of 
year 

Under 

obser- 

vation 

Awaiting 

treatment 

Totals 

E.  Devon 

Miss  Fisher  . . 

7 

75 

46 

11 

17 

149 

W.  Devon 

Miss  Chapman 

9 

56 

44 

26 

86 

212 

N.  Devon 

Miss  Coleman 

7 

51 

77 

40 

36 

204 

S.W.  Devon 

Miss  Blest  (part- 
time)  . . 

5 

32 

32 

15 

8 

87 

Torbay  . . 

Miss  Monaghan 

6 

35 

50 

26 

40 

151 

Miss  Harvey 
(part-time) 

5 

12 

40 

28 

24 

104 

Totals 

39 

261 

289 

146 

211 

907 

i 

School  Ophthalmic  Service 

Every  child  received  an  annual  vision  test  in  school  and  those  whose  acuity 
is  less  than  6/9  in  one  or  both  eyes  are  referred  to  one  of  our  part-time  ophthalmic 
specialists:  this  criterion  for  referral  is  presently  under  review. 

The  geography  of  the  county  and  availability  of  suitable  clinic  space  have, 
between  them,  dictated  the  development  of  the  school  ophthalmic  service  as  one 
primarily  operated  in  schools  rather  than  clinics.  Basically  this  is  likely  to 
remain  the  pattern  for  the  future  except  in  larger  centres  of  population  where 
good  clinic  facilities  are  available:  in  such  cases  the  latter  will  be  used,  subject 
always  to  the  convenience  of  schools  and  parents  and  to  facility  of  attendance. 

This  year  we  were  very  sorry  to  accept  Dr.  Foxwell’s  retirement  as  a fact: 
this  was  officially  announced  three  years  ago,  but  she  came  back  to  help  out  in 
a crisis  and,  to  our  delight,  stayed  on.  After  twenty-seven  years  it  is  indeed 
hard  for  us  to  imagine  the  way  ahead  without  her,  but  her  quiet  genius  lives 
on  in  the  service  which  she  largely  created  here,  and  everyone  in  the  schools 
in  which  she  worked,  as  well  as  her  colleagues,  will  join  me  in  wishing  her  a 
very  happy  retirement. 

Dr.  Barnett  was  appointed  by  the  regional  hospital  board  in  June,  1963, 
to  work  two  sessions  per  week  in  part  of  the  area  covered  by  Dr.  Foxwell: 
we  are  therefore  short  of  two  sessions  here  and  we  are  hoping  the  regional 
hospital  board  will  be  able  to  offer  more  help  so  that  the  work  can  be  adequately 
covered. 
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Eye  Diseases,  Defective  Vision  and  Squint 


1 Number  of  cases  dealt  with  j 

External  and  other,  excluding  errors  of  re- 

fraction  and  squint 

3,753 

Errors  of  refraction  (including  squint) 

6,895 

Total  . . 

10,648 

Number  of  pupils  for  whom  spectacles  were 

prescribed 

3,101 

Total  number  of  sessions  held  at  schools 

467 

Total  number  of  sessions  held  at  clinics 

249 

Total  number  of  school  children  seen 

11,088 

Total  number  of  pre-school  children  seen  . . 

811 

Ten  Year  Record  of  Above  Table 


No.  of  cases 

No.  prescribed 

dealt  with 

glasses 

1954 

10,628 

2,270 

1955 

11,872 

2,532 

1956 

11,454 

2,769 

1957 

lXl08 

3,180 

1958 

11,261 

2,269 

1959 

9,225 

2,861 

1960 

9,890 

1,771 

1961 

11  071 

IJdll 

1962 

11,063 

1,179 

1963 

10,648 

3,101 

HANDICAPPED  CHILDREN 

As  facilities  improve  for  ascertaining  and  meeting  the  needs  of  these  children, 
so  one  finds  their  numbers  increase.  This  is  no  doubt  also  assisted  by  the  fact 
that  responsibility  for  initial  ascertainment  is  no  longer  regarded,  and  rightly 
so,  as  the  peculiar  province  of  medical  personnel : it  is  in  fact  the  responsibility  of 
everyone  who  comes  into  contact  with  children,  whatever  their  calling.  In  the 
past,  teachers  in  particular  have  sheltered  and  nurtured  the  handicapped  with 
a patient  devotion  beyond  praise,  and  countless  children  have  reason  to  be 
thankful  to  them : it  is  no  denigration  of  this  service  to  say  that  it  has  played  a 
large  part  in  increasing  the  difficulty  of  defining  the  extent  of  the  problem  and 
is,  no  doubt,  still  concealing  it.  However  thorough  a medical  examination, 
however  frequent  the  visits  by  educational  psychologist  and  speech  therapist, 
there  will  always  remain  the  incipient  handicaps  which  only  an  observant  parent 
or  teacher  will  notice  because  of  their  close  contact  with  the  cliild. 

A register  of  handicapped  children  is  kept  in  the  central  office  and  is  compiled 
from  reports  sent  in  by  medical  officers,  health  visitors  and  others.  A card  is 
made  out  and  sent  to  the  medical  officer  of  the  area  in  which  the  child  lives,  a 
duplicate  card  is  retained  so  that  before  the  child  is  due  to  start  school  notice  may 
be  sent  to  the  medical  officer  concerned,  to  enquire  whether  special  educational 
provision  will  be  necessary  if  not  already  in  hand,  the  whole  purpose  of  the 
register  being  to  ensure  appropriate  and  continuing  care  for  each  cliild. 

The  ascertainment  of  children  with  handicaps  has  become  the  raison  d’etre 
of  the  school  health  service  and  is  one  answer  to  those  who  see  in  this  service 
a quahty  of  trespass  on  the  preserve  of  the  general  practitioner.  The  two  services 
are  complementary,  the  one  completing  the  other,  necessarily  and  rightly 
co-existing  with  it,  and  they  are  therefore  neither  supplementary  nor  in 
opposition.  The  term  “ascertainment”  is  often  loosely  used  to  infer  the  assess- 
ment of  intellectual  capacity  in  terms  of  the  I.Q.,  but  is  in  reality  a broad  term 
which  simply  means  “finding  out” : in  order  to  do  this  adequately  the  school 
medical  officer  must  have  access  to  ancillary  services  already  described. 
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Tn  Devon  the  annual  vision  and  hearing  tests  have  been  an  important  feature 
of  this  service,  augmented  by  ophthalmic  specialists  and  hearing  assessment 
clinics:  in  addition,  the  educational  psychologists,  both  individually  and  as 
members  of  the  child  guidance  teams,  bring  their  special  contribution,  as  do 
the  speech  therapists,  although  the  latter  service  is  perhaps  too  seldom  acknow- 
ledged in  its  diagnostic  aspects. 


The  numbers  of  handicapped  cliildren  registered  in  the  department 
December,  1963,  was  1,122  children  of  school  age  and  208  aged  two 
years.  They  fall  into  the  following  categories : 

Ages 


Blind 

Blind  partially 
Deaf 

Deaf  partially 

Epileptic 

Delicate 

Physically  handicapped 
Educationally  subnormal 
Maladjusted 
Mentally  handicapped 
Subnormal 
Severely  subnormal 


5 to  16 

2 to 

10 

3 

22 

7 

17 

— 

36 

8 

9 

16 

106 

72 

142 

64 

529 

— 

36 

— 

— 

38 

188 

— 

27 

— 

at  31st 
to  five 


Handicapped  pupils  requiring  education  at  special  schools  approved  under 
Section  9 (5)  of  the  Education  Act,  1944,  or  boarding  homes,  are  shown  on 
page  136. 


Partially  Hearing  Children 

There  is  a special  unit  at  Westhill  county  primary  school,  and  Miss  Ross, 
the  teacher-in-charge  of  the  class,  reports  that  during  1963  there  were  seven 
children  in  the  unit.  On  December  31st  their  ages  ranged  from  six  years  five 
months  to  eleven  years  two  months. 

All  these  children  have  been  deaf  from  birth,  and  pure  tone  audiograms 
show  that  their  degrees  of  deafness  vary  from,  in  one  case,  a 10  db.  loss  at 
250  c.p.s.  to  no  response  at  4,000  c.p.s.  and  frequencies  above,  in  several 
cases. 

Throughout  the  year  the  children  have  been  integrated  successfully  into  the 
main  part  of  the  school  for  physical  education,  games,  country  dancing,  art, 
craft,  needlework,  make-and-measure,  and  infant  activities.  It  is  hoped  even- 
tually to  integrate  the  children  for  basic  subjects,  though  at  present  this  has 
not  been  found  practicable.  They  have  been  placed  singly  in  classes  with 
children  of  approximately  their  own  ages.  All  school  assemblies,  playtimes 
and  meal-  times  are  shared  with  the  school  as  a whole. 

In  January,  1964,  the  unit  will  be  transferred  along  with  the  rest  of  the  school 
to  the  newly  built  St.  Margaret’s  county  primary  school.  The  equipment, 
which  consists  of  a group  hearing  aid,  combined  with  an  induction  loop  and 
a portable  speech  training  unit,  will  be  re-installed  in  a specially  sound-treated 
room  in  the  new  premises. 

There  are  two  peripatetic  teachers  of  the  deaf  working  in  the  south  and  west, 
and  in  the  north  and  east,  respectively. 
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Miss  Meredith  reports  that  the  supplying  of  twin,  high  gain,  commercial 
hearing  aids  to  two  pre-school  cliildren  with  perceptive  deafness  is  a notable 
advance  towards  more  effective  auditory  help  for  children  with  a hearing  loss 
severe  enough  to  inliibit  normal  development  of  speech.  Such  aids  not  only 
give  the  greater  ampliftcation  needed  but  overcome  appreciably  the  problem  of 
acoustic  feedback  which  is  otherwise  troublesome.  When  two  such  aids  are 
used  together  as  bi-aural  hearing  they  enable  the  child  to  develop  sound 
localisation  abihty  and  to  be  very  much  less  troubled  by  ambient  noise  and 
reverberant  conditions  in  acoustically  untreated  rooms.  The  two  children  so 
far  equipped  in  this  way  showed  significant  increase  in  ability  to  localise  sound, 
and  in  response  to  speech  and  general  environmental  sound  within  a week. 

Recently  I have  come  to  feel  that  the  full  value  of  such  benefits  is  only  obtained 
when  provided  at  the  outset  of  home  and  auditory  training  with  the  children : 
we  should  in  other  words  give  to  the  cliild  from  the  beginning  as  good  hearing 
in  both  ears  as  we  can.  It  is  interesting  to  observe  that  at  least  three  of  the  pre- 
school children  at  present  receiving  home  training  are  in  the  habit  of  setting  and 
re-setting  the  controls  of  their  own  aids  and  the  speech  training  unit  to  accord 
with  prevaihng  environment:  in  crowds,  noisy  traffic,  or  a room  full  of  people 
volume  controls  are  turned  down,  and  later  turned  up  again  when  quiet 
conditions  return. 

Mr.  Marshall’s  work  has  included  home  training  of  twelve  pre-school  children 
whose  parents  have  been  advised  on  the  best  conditions  for  making  use  of  the 
hearing  and  of  encouraging  speech.  Where  a school  child  is  found  to  have  a 
significant  hearing  loss  the  school  is  visited  and  advice  given  to  the  teacher 
on  placemert  in  class  and  the  extent  to  which  deafness  is  likely  to  prove  a 
handicap:  tie  teacher’s  co-operation  is  also  sought  where  parents  don’t  keep 
hearing  aids  in  working  order. 

A monthly  school  assessment  clinic  is  held  at  three  clinics  in  north  Devon 
and  a twici-monthly  chnic  at  Exeter.  Mr.  Marshall  also  takes  part  in  a hospital 
consultan.  chnic  at  North  Devon  Infirmary,  to  which  the  school  medical 
officer,  health  visitor,  speech  therapist  and  audiometrician  also  come. 

Hearing  aids  in  use  by  pre-school  and  school  children  number  at  present : 

Tcrbay  area:  89,  of  which  27  were  newly  issued  during  1963. 

Tivistock  and  west  area:  12,  one  of  which  was  newly  issued  during  1963. 

horth  Devon : 37. 

East  Devon:  44. 

Pelicate  and  Physically  Handicapped  Children  attend  Steps  Cross  school  at 
Torquay,  a day  school  of  ninety  places.  Those  who,  for  geographical  or 
domestic  reasons,  cannot  attend  daily  are  placed  in  residential  schools  outside 
the  county.  In  1963  there  were  twenty  so  placed.  Dr.  Solomon  reports  that 
regular  visits  to  this  school  were  necessary,  and  330  examinations  have  been 
carried  out  there.  The  school  has  nearly  its  full  complement  of  pupils  and, 
thanks  to  the  efforts  of  Dr.  Haas,  consultant  paediatrician,  its  value  is  more 
fully  appreciated.  Children  come  in  daily  from  an  ever-widening  area.  The 
school  has  been  lucky  in  retaining  the  services  of  a full-time  physiotherapist  for 
the  whole  year.  Swimming  (at  the  local  baths)  as  a form  of  physiotherapy, 
as  well  as  a desirable  social  accomphshment,  has  proved  a most  valuable 
therapeutic  measure  for  asthmatic  children  and  others.  The  school  is  able  to 
provide  special  diets  for  coeliacs  and  diabetics,  special  facilities  for  partially 
incontinent  pupils,  postural  drainage  for  bronchiectatics,  and  a calm  atmosphere 
for  those  conditions  which  are  aggravated  by  stress.  The  headmaster  and  staff 
are  dedicated  to  their  work  and  the  children  are  always  loath  to  leave  the  school. 
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Spastic  Children 

Special  mention  must  be  made  of  tliis  group,  for  whom  provision  is  least 
advanced,  no  doubt  because  they  are  a relatively  small  group  and  one  for  which 
very  specialised  care  is  necessary.  Many  children  with  mild  spasticity  cope  in 
the  ordinary  schools  or  training  centres  available  to  others  of  comparable 
intelligence.  Dame  Hannah  Rogers  school  at  Ivybridge  caters  for  severely 
spastic  children  of  at  least  average  intelligence;  this  is  an  independent  school 
which  many  Devon  children  attend. 

There  is  however  a group  of  children  with  multiple  handicaps,  for  whom 
there  is  no  provision  in  the  county.  The  Spastics  Society  plan  to  build  one  or 
more  comprehensive  centres  to  meet  this  need,  and  a medical  advisory  panel 
of  representative  interests  is  meeting  to  plan  development  of  this  welcome 
project:  those  concerned  are  members  of  the  Spastic  Society,  orthopaedic  and 
paediatric  consultants,  and  officers  of  Exeter  City  and  Devon  County  health 
departments. 

Basildon,  at  Exmouth,  is  a convalescent  home  for  fifteen  children:  the 
occupancy  rate  was  86%  in  1963.  The  majority  of  the  cliildren  come  from  homes 
where  the  standard  of  ciiild  care  is  low,  but  we  also  make  use  of  the  quite 
unique  care  matron  and  her  staff  give  to  interpret  “need”  in  the  broadest  terms: 
for  instance,  we  took  in  a little  girl  with  a serious  speech  defecl,  whose  home 
was  too  isolated,  geographically  and  otherwise,  to  ensure  maximum  benefit 
from  attendance  at  speech  therapy  clinics.  Matron  took  her  regularly  to  the 
local  clinic  over  a period  of  four  months,  with  the  result  that  the  child  could 
return  home  and  fit  into  a normal  primary  school,  which  would  have  been 
impossible  when  she  was  first  admitted. 


Educationally  Subnormal  Cliildren 

There  are  three  residential  schools  in  the  county  for  these  children.  Maristow, 
near  Plymouth,  takes  ninety  children,  girls  from  nine  to  sixteen  years  rnd  boys 
from  nine  to  eleven  years. 

There  are  twenty  special  classes  in  ordinary  schools.  The  majority  of  the 
assistant  county  medical  officers  very  much  prefer  this  type  of  provison  to 
the  special  day  educationally  subnormal  school,  and  there  is  certain^  an 
important  place  for  these  classes;  in  particular  it  is  true  that  there  are  nany 
points  of  contact  between  the  educationally  normal  and  subnormal  child  ind 
areas  of  education  in  the  broadest  sense  which  they  can  share  with  advantage. 
It  is  a fact  of  human  experience  that  one’s  competence  increases  throu^ 
challenge  and  competition,  and  whilst  this  must  be  tempered  for  the  subnormal, 
one  should  beware  of  the  potential  lack  of  such  stimulus  in  a special  school 
and,  more  particularly,  in  a day  school. 

Epileptic  children  are  in  the  main  contained  within  schools  for  other  children 
of  comparable  ability.  A few  are  at  special  schools  for  epileptic  children  but, 
as  medical  control  of  this  disability  has  advanced,  it  becomes  increasingly 
possible  to  integrate  the  epileptic  child  into  the  normal  school  community. 

Maladjusted  children  can  be  received  into  Crichel  hostel  at  Totnes  or  The 
Gables  at  Willand.  Those  who  are  unsuitable  for  either,  insofar  as  they  are  too 
disturbed  to  go  out  daily  from  the  hostels  to  normal  schools,  are  placed  in 
residential  special  schools  outside  the  county.  There  follows  a list  of  schools 
which  these  children  may  attend. 
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Blind 


Condover  Hall,  Shrewsbury,  Salop 

Royal  School  of  Industry  for  the  Blind, 

88  M 

9-16  years 

Westbury-on-Trym,  Bristol 

92  M 

5-16  years 

Lickey  Grange  School,  Bromsgrove, 

64  M 

r 

Worcestershire  . . 

49  F 

55  mixed 

(5-16  years 

Dorton  House  School,  Seal,  Nr.  Sevenoaks, 
Kent 

135  mixed 

5-16  years 

Rushton  Hall  School,  Kettering,  Northants. 

Partially  Sighted 

West  of  England  School  for  the  Partially 

45  mixed  juniors 

Sighted,  Exeter  . . 

Exhall  Grange  School,  Exhall,  Warwick- 

105 mixed 

5-1 6 years 

shire 

300  mixed 

5-16  years 

Deaf  and  Partially  Deaf 

Royal  School  for  the  Deaf,  Margate,  Kent 
Royal  West  of  England  School  for  the  Deaf, 

345  mixed 

2-16  years 

Exeter 

Burwood  Park  School,  Walton-on-Thames, 

1 60  mixed 

5-16  years 

Surrey 

43  M 

12-19  years 

Hartley  House  School,  Plymouth  (day) 
Needwood  School  for  the  Partially  Hear- 

50 mixed 

All  ages 

ing,  Burton-on-Trent,  Staffordshire  . . 

160  mixed 

5-16  years 

Delicate  and  Physically  Handicapped 

Steps  Cross,  Torquay 

90  mixed 

5-16  years 

Pilgrims  School,  Seaford,  Sussex. . 

52  M 

11-16  years 

Meath  School,  Ottershaw,  Surrey . . 

Dame  Hannah  Rogers  School  for  Spastics, 

30  M 

7-11  years 

Ivybfidge,  Devon 

50  mixed 

5-16  years 

Coney  Hill  Home,  Kent  . . 

30  mixed 

6-16  years 

Periton  Mead  School,  Minehead,  Somerset 

60  mixed 

5-16  years 

Epileptics 

Lingfield,  Surrey 

405  M and  F 

5-16  years 

Educationally  Subnormal 

Maristow  House,  Roborough,  Devon 

CM 

9-11  years 

\F 

9-16  years 

Withycombe  House,  Exmouth,  Devon  . . 

F 

9-16  years 

Bradfield  School,  Willand,  Devon 

M 

11-16  years 

Maladjusted 

Crichel  Hostel,  Totnes,  Devon 

M 

11-16  years 

The  Gables  Hostel,  Willand,  Devon 

/M 

5-16  years 

Caldecott  Community  School,  Mersham, 

IF 

5-16  years 

Kent 

45  mixed 

2-11  years 

Swalcliffe  Park  School,  Banbury,  Oxon.. . 
Sutcliffe  School,  Winsley,  Nr.  Bradford- 

33  M 

1 1-16  years 

on-Avon,  Wilts 

50  M 

7-1 1 years 
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MENTALLY  HANDICAPPED 


In  this  section  we  consider  those  children  who  are  unsuitable  for  formal 
education  at  school  and  for  whom  we  provide  training  and  education  in  the 
broadest  sense  in  the  junior  training  centres,  remembering  that  the  Oxford 
dictionary  definition  of  education  is  “to  bring  up  a child:  to  train  mentally 
and  morally”. 

There  have  been  two  major  developments  in  this  field  in  1963,  the  first  con- 
cerning a procedural  detail  of  great  human  import  and  the  second  the  develop- 
ment of  hostels  attached  to  junior  training  centres. 

Section  57  Procedure 

Section  57  of  the  Education  Act,  1944,  as  amended  by  the  Mental  Health 
Act,  1959,  relates  to  the  duty  of  a local  education  authority  to  ascertain 
what  children  in  their  area  are  suffering  from  a disability  of  mind  of  such  a 
nature  or  to  such  an  extent  as  to  make  them  unsuitable  for  education  in  school. 

Thanks  to  the  meticulous  tenacity  of  the  D.C.M.O.,  Dr.  Cullington,  in 
pursuing  with  the  Ministry  of  Education  informal  action  under  this  Section, 
we  have  been  able  to  make  the  procedure  less  distressing  for  parents  whose 
problems  were  considerably  aggravated  by  the  cold  hand  of  legal  rectitude. 

In  1961  it  was  agreed  by  the  Ministry  that  we  could  effect  informal  admissions 
to  junior  training  centres  of  children  under  compulsory  school  age,  and  that 
if  the  parents  were  agreeable  the  child  could  remain  throughout  his  school  life 
without  Section  57  action  being  taken. 

This  year  the  issue  successfully  pursued  was  as  to  whether  the  notice  served 
on  parents  under  Section  57  (1)  requiring  them  to  submit  their  child  for  medical 
examination  was  mandatory  or  discretionary.  In  the  original  Section  57  of 
the  Education  Act  it  was  stated  that  for  the  purpose  of  fulfilling  the  duty  of 
ascertainment  and  securing  examination  of  the  child,  the  authorised  officer  of 
the  local  education  authority  ’’'shall  by  notice  in  writing  served  upon  the 
parent  . . in  the  amendment  effected  by  the  Mental  Health  Act,  the  word 
“shall”  was  replaced  by  “may”,  making  the  issue  of  a formal  notice  optional 
and  presumably  only  to  be  used  when  necessary  to  compel  an  unwilling  parent 
to  bring  a child  for  examination. 

It  was  argued  that  there  was  good  reason  for  altering  the  wording  and  that 
this  followed  from  the  recommendations  made  by  the  Royal  Commission  on 
the  law  relating  to  mental  illness  and  mental  deficiency:  that  if  it  was  possible 
to  cause  less  distress  to  parents  by  not  serving  a notice  which  need  not  be  served 
by  statute,  then  we  would  be  in  accordance  with  the  spirit  of  the  alterations. 
If  the  parents  were  willing  for  their  child  to  be  examined  to  ascertain  whether 
there  was  a disability  of  mind,  this  should  be  done  by  interview  and  an  informal 
explanatory  letter. 

If  was  finally  agreed  by  the  Ministry  that  the  letter  to  parents  under  Section 
57  (1)  was  not  mandatory.  As  a result  we  have  been  able  to  adopt  the  following 
procedure: 

(a)  Child  brought  to  notice  by  health  visitor  or  (in  the  case  of  over-fives) 
by  teacher,  educational  psychologist  or  others. 

(b)  Examination  by  medical  officer  following  an  informal  letter,  or  better 
still  verbal  request  to  parents  from  health  visitor  or  Head. 

(c)  Following  examination,  medical  officer  gives  parents  full  explanation  as 
to  his  findings  and  the  recommendations  to  be  put  forward  to  the 
committee. 
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(d)  Informal  letter  from  county  medical  officer  in  confirmation,  explaining 
that  official  letter  will  be  following  from  chief  education  officer  and 
offering  a visit  by  senior  medical  officer  if  parents  still  have  any  doubts 
or  misgivings. 

(e)  (In  cases  of  children  over  five)  formal  letter  from  chief  education 
officer. 

Junior  Training  Centres 

There  are  four  of  these  in  the  county: 


Day  Pupil  Places  Residential  Places 


Abbeyfield  at  Barnstaple 
Downham  at  Plym stock 
Mayfield  at  Paignton 
Oaklands  Park  at  Dawlish 


60  (54)  24  (24)* 

45  (34)  14  (14)* 

45  (45)  — 


48  (45)  40  (40) 


Figures  in  brackets  represent  number  of  places  filled  at  December,  1963. 

*Weekly  hostels. 

From  this  it  can  be  seen  that  provision  is  made  for  198  places,  forty  of  which 
are  fully  residential  and  thirty-eight  for  weekly  boarders.  The  one  entirely 
day  centre  is  already  full  and  the  others  are  rapidly  rising  to  capacity.  Staff- 
pupil  ratio  is  one  to  twelve  and  the  majority  of  teachers  have  the  N.A.M.H. 
certificate  or  equivalent  and  two  are  in  addition  Burnham  trained;  only  four 
staff  are  untrained  and  one  of  these  will  do  the  N.A.M.H.  course  in  1965.  Two 
of  the  staff  are  at  present  away  on  the  course  and  two  others  have  yet  to  complete 
the  practical  part  of  their  examination.  The  policy  of  the  committee  is  to  accept 
only  those  who  are  trained  or  who  are  willing  to  be  seconded  for  training. 

All  the  schools  have  an  active  P.T.A.  and  a wide  circle  of  friends  who  con- 
tribute most  generously  to  provide  amenities  for  the  children  which  are  outside 
the  scope  of  a local  authority  budget. 

It  is  most  interesting  to  note  the  different  approaches  used  in  the  four  schools : 
some,  for  instance,  have  class  teachers  who  take  a particular  class  for  all,  or 
the  majority  of  subjects,  some  have  speciaUst  teachers  who  take  different 
classes  for  one  particular  subject.  On  the  v/hole  craftwork  and  domestic  science 
are  taken  throughout  by  a teacher  gifted  in  that  speciality.  Pre-reading  work 
is  now  taken  in  all  four  schools,  and  one  in  particular  uses  puppetry  to  a great 
extent  to  encourage  speech  development  and  initiative  in  an  atmosphere  which 
eliminates  self-consciousness. 

School  medical  officers  and  educational  psychologists  visit  as  in  the  ordinary 
schools : unfortunately  the  speech  therapists  haven’t  sufficient  time  to  give  routine 
help,  but  speech  training  is  very  much  a part  of  the  curriculum. 

This  is  the  first  year  in  which  all  the  schools  have  been  housed  in  purpose- 
built  premises  and  it  has  made  a tremendous  difference  to  staff  and  children. 
The  social  development  of  the  children  is  most  marked  and  this  has  been  com- 
mented upon  by  parents  also,  who  have  themselves  been  helped  to  take  a pride 
in  their  children  as  well  as  a much  easier  acceptance  of  their  exclusion  from 
the  formal  stream  of  education. 

Residential  Accommodation 

There  is  no  doubt  that  residential  training  is  a most  valuable  adjunct  to  the 
day  school  and  will  benefit  the  children  when  they  leave  to  take  their  place  in 
the  adult  world.  Oaklands  Park  has  been  fully  residential  since  it  was  established 
in  1961  and  is  staffed  by  a principal  housemother  and  five  assistants:  there  is 
a delightful  lodge  in  the  large  grounds  which  is  the  home  of  four  of  the  house- 
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mothers,  the  principal  and  one  assistant  sleeping  in  the  house  with  the  children. 
Tliis  year  the  conversion  of  a cottage  in  the  grounds  was  completed  and  seven 
of  the  older  boys  sleep  there  with  a housefather:  they  join  the  other  children 
for  activities  most  evenings  but  sometimes  follow  projects  separately.  It  was 
thought  that  in  their  last  few  terms  at  school  this  association  with  a housefather 
would  be  a salutary  experience. 

The  two  hostels  at  Barnstaple  and  Plymstock  opened  in  April,  1963.  The 
principal  housemother  at  Abbeyfield  had  previously  taught  in  the  school 
and  she  and  her  husband,  who  assists  in  the  evenings,  have  a flat  attached  to 
the  hostel.  The  assistant  housemother  has  a suite  midway  between  the  dormitory 
floors  for  boys  and  girls.  The  hostel  had  twenty-two  children  the  first  term  and 
has  been  full  ever  since  with  twenty-four  children,  who  are  very  much  at  home 
here  and  always  delighted  to  return  on  Mondays. 

Downliam  hostel  has  been  less  fortunate  to  date,  the  principal  housemother 
having  to  resign  after  two  terms  and  since  then  we  have  been  unlucky  with 
sickness,  but  tlie  hoste}  is  now  full  with  fourteen  cliildren  and  they  are  very  happy. 
There  is  a flat  here  also  for  the  principal  housemother  which  the  assistant 
shares  in  the  evenings  but  she  has  her  own  bedroom  in  the  body  of  the  hostel. 

Hostel  Prelude 

As  the  opening  of  hostels  was  a new  venture  and  it  was  anticipated  there  might 
be  considerable  parental  resistance  to  sending  their  children,  it  was  decided 
that  all  parents  should  be  visited  by  one  medical  officer  to  give  them  an 
opportunity  to  talk  things  over.  The  visit  was  preceded  by  a brief  explanatory 
letter  giving  the  date  and  time  of  arrival  of  the  medical  officer  concerned: 
thirty-two  visits  were  made  in  relation  to  thirty-three  children. 

Parental  attitudes  varied  considerably  but  in  general  one  was  conscious  of 
a strong  defensive  reaction  mingled  with  fear  or  suspicion.  Only  thirteen 
accepted  unconditionally,  of  whom  one  was  a family  fully  informed  through 
another  daughter  who  works  with  handicapped  cliildren,  two  were  families 
where  the  child  was  spastic  in  addition  to  being  mentally  handicapped,  one 
mother  was  just  glad  to  have  her  two  handicapped  sons  “out  of  the  way  for  a 
bit”,  and  nine  were  prepared  for  anything  so  long  as  the  child  would  be  happy 
and  helped.  Eleven  refused  outright : of  these  four  continue  to  refuse,  one  because 
the  child  is  suitably  placed  privately,  and  two  basically  because  mother  is 
strongly  over-protective  (but  one  child  is,  in  fact,  unsuitable  for  the  hostel 
unless  the  parents  accept  treatment  for  her  which  has  been  advised  but  refused, 
and  the  other  is  a mongol  child  with  a severe  congenital  heart  lesion).  The  fourth 
family  reject  the  child  completely,  and  have  since  placed  him  in  a hospital.  The 
rest  who  refused  initially  eventually  came  round:  reservations  had  varied  on 
grounds  of  anything  from  dietary  idiosyncrasies  of  the  child  to  fear  of  bathwater. 

Out  of  tliirty  families  in  which  there  was  a father,  he  was  seen  with  the  mother 
in  nineteen  cases  (63%). 

The  relationship  with  other  children  in  the  household  was  only  very  poor  in 
one  instance  and  this  reflected  the  attitude  of  the  parents,  professional  people 
who  completely  rejected  the  handicapped  child.  In  one  instance  there  was  a 
poor  relationship  with  a bright  lad  who,  so  far  as  parental  tolerance  and 
attention  went,  was  expected  to  play  second  fiddle  to  the  very  undisciplined  handi- 
capped child.  Only  six  parents  could  be  described  as  over-protective,  most  of 
whom  had  a reasonable  basis  for  their  attitude  in  that  two  were  mongol  children 
with  severe  congenital  heart  lesions,  one  was  a severe  epileptic,  one  a diminutive 
microcephalic  and  one  the  surviving  member  of  a family  with  a tragic  domestic 
background. 
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Although  it  is  cheering  to  think  that  only  three  of  the  parents  seen  totally 
rejected  their  handicapped  child,  it  is  salutory  to  realise  that  these  were  all 
persons  whose  educational  opportunities  should  have  fitted  them  to  understand 
the  position.  The  majority  of  the  other  children  were  completely  integrated 
into  the  family. 

It  was  striking  that  so  many  parents  tried  to  account  for  the  child’s  handicap 
in  terms  of  their  own  deficiencies  or  mistakes  and  it  would  be  difficult  to  over- 
estimate parental  ability  to  induce  mental  tension  on  these  grounds.  In  coun- 
selling such  parents  we  must  beware  the  professional  “tut  tut”,  even  if  only 
implied,  which  tends  to  dismiss  what  to  a parent  is  a vivid  mental  torture  every 
bit  as  real  as  the  physical  agony  of  a broken  limb. 

The  last  point  of  note  was  the  physical  and  cultural  isolation  of  so  many  of  these 
homes,  although  this  is  by  no  means  the  most  important  environmental  factor 
in  the  total  situation.  T.V.  and  radio  are  now  so  commonplace  and  so  indis- 
criminately used  that  they  were  not  used  as  indices  of  “culture”  in  its  broadest 
sense:  books,  pictures,  flowers  about  the  house  were  used  as  well  as  evidence 
of  activities  such  as  sewing,  model  aircraft  or  anything  else  outside  the  essential 
daily  round.  The  absence  of  these  items  was  by  no  means  necessarily  related 
to  economic  factors,  but  on  the  above  basis  it  was  found  that  31%  of  the  children 
already  handicapped  mentally  were  living  in  physically  isolated  homes  with 
no  cultural  or  social  diversions  other  than  radio,  and  occasionally  television. 

From  this  alone  it  can  be  seen  that  many  of  the  children  are  handicapped 
as  much  by  their  environment  as  their  inheritance  and  after  only  half  a term  in  the 
schools  and  hostels  it  was  evident  that  the  social  training  and  stimulus  given 
by  contact  with  others,  with  ideas  and  with  action  in  varying  forms  was  one 
of  their  most  fundamental  needs.  Their  response  to  a social  and  physical 
environment  entirely  outside  their  previous  experience,  has  been  a most  salutory 
object  lesson  in  adaptability  and  natural  sensitivity,  and  augurs  well  for  their 
future  integration  into  the  wider  community. 

This  small  study  provided  ample  evidence  of  the  need  to  consider  parents’ 
attitudes  in  order  that  we  may  provide  a competent  preventive  service  in  mental 
health  for  this  relatively  small  but  important  section  of  the  community. 


THE  SCHOOL  DENTAL  SERVICE 

Mr.  J.  D.  Sykes,  Principal  School  Dental  Officer,  reports: 

Staff 

Mr.  E.  R.  Trythall  joined  the  staff  in  January,  1960,  taking  over  the  Tavistock- 
Plympton  area.  Following  an  operation  in  1962  his  health  deteriorated  steadily 
though  he  kept  at  work  until  July,  1963.  He  died  in  September  and  we  all 
regret  the  loss  of  a charming  and  kindly  colleague. 

Mr.  A.  S.  Peacock  joined  the  staff  in  March,  1943.  Later  he  had  leave  of 
absence  to  take  an  orthodontic  qualification  and  returned  to  devote  part-time 
to  orthodontics.  More  recently  the  whole  of  liis  time  has  been  spent  in  this 
work  and  he  retired  from  the  appointment  of  county  orthodontist  in 
September,  1963,  being  succeeded  by  Mr.  A.  A.  M.  McDonald.  Other  staff 
changes  are  recorded  on  page  14. 

This  is  the  writer’s  twenty-first  annual  report  and  in  none  has  it  been  possible 
to  record  a stalT  at  full  approved  establishment.  At  the  beginning  of  the  year 
we  were  two  short  and  at  the  end  of  the  year  the  equivalent  of  one-fifth  of  a 
dental  officer  short  of  this  elusive  state. 
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Treatment 

The  improvement  in  the  slafting  position,  reduced  appreciably  in  effect  by 
the  prolonged  oad  weather  early  in  the  year,  resulted  in  a 20%  increase  in  the 
number  of  children  inspected  and  23%  increase  in  the  number  treated;  even 
so  14%  of  the  school  population  did  not  receive  a dental  inspection  during  the 
year.  If  the  improved  staff  position  can  be  maintained,  this  latter  figure  should 
diminish.  For  some  years  past  it  has  been  reported  that  more  work  was  necessary 
for  each  child  resulting  in  fewer  ciuldren  treated.  Dental  officers  generally 
are  of  the  opinion  that  the  deterioration  in  dental  health,  which  has  been  pro- 
gressive since  sugar  was  derationed  after  the  War,  has  been  checked.  The  im- 
pression gained  is  supported  by  the  figures.  The  staff  spent  13%  more  sessions  on 
routine  treatment  but  treated  23%  more  children  than  in  1962.  Less  operating 
time  was  spent  on  each  cliild.  Reference  to  the  table  on  page  146  shows 
that  the  amount  of  treatment  given  per  hundred  children  was,  as  would  be 
expected,  less.  Looking  at  the  filling  and  extraction  rates  in  permanent  teeth 
it  is  now  apparent  that  tliis  trend  began  about  1961.  These  rates  rose  steadily 
to  reach  a peak  about  that  year  and  are  now  declining.  Too  much  significance 
should  not  be  attached  to  this  as  the  reduced  interval  between  inspections  and 
the  increased  proportion  of  children  attending  on  recall  Vv  ill  be  factors  responsible 
in  part  for  tliis  change.  An  apparent  inconsistency  in  the  figure  pattern  for  the 
temporary  teeth  calls  for  explanation.  Over  the  years  shown  in  this  table  there 
has  been  an  increased  acceptance  of  fillings  in  temporary  teeth.  Mr.  Dickson 
says  “there  is  less  tendency  to  ‘leave  them  alone  until  they  hurt’  ”.  Many  of 
those  which  were  lost  are  now  being  saved.  If  the  extractions  and  fillings  are 
added  together,  however,  the  figures  fit  into  the  pattern. 

Mr.  Humpherson  notes  that  the  proportion  of  children  requiring  treatment 
in  the  rural  schools  in  his  area  ranges  from  19%  to  67%  and  speculates  on  the 
effect  the  geographical  and  social  position  of  the  village  has  in  this  figure.  He 
further  comments  on  the  effect  these  factors  have  on  the  acceptance  rate. 
As  has  been  pointed  out  in  previous  years  an  increasing  number  of  children  are 
now  getting  regular  treatment  under  the  general  dental  service.  As  these 
are  inevitably  the  better  patients  there  are  amongst  the  remainder  a greater 
proportion  of  unco-operatives,  described  by  Mr.  J.  Smith  as  “the  hard  core  of 
unreceptives”.  This  creates  a problem  which  is  becoming  more  and  more 
important  to  the  dental  officer.  These  unreceptives  having  the  choice  of  two 
free  services,  play  one  off  against  the  other,  fail  to  return  consent  forms,  or 
refuse  treatment  and  turn  up  later  as  emergencies,  or  accept  treatment  and  then 
fail  to  keep  appointments;  in  one  way  and  another  wasting  a lot  of  time  for  the 
dental  staff.  Mr.  Dickson  quotes  a day  during  the  Christmas  closure  when 
only  one  appointment  was  kept,  though  the  mobile  clinic  to  which  the  children 
were  invited  was  sited  at  the  village  in  or  near  which  the  children  lived.  In 
addition,  the  dental  officer  has  to  spend  more  of  his  time  at  the  chairside 
cajoling,  persuading  and  educating  unwilling  or  apathetic  patients.  These 
activities  and  inactivities  are  most  frustrating  and  for  them  there  is  no 
statistical  recognition.  Yet  they,  the  activities  at  any  rate,  are  an  essential  and 
valuable  part  of  the  work. 

Orthodontics 

With  Mr.  Peacock’s  retirement  pending  and  the  doubts  as  to  the  possibility 
of  finding  a successor  it  was  considered  wise  to  use  some  discretion  in  taking 
in  new  cases,  and  the  number  of  such  was  therefore  well  below  average  during 
part  of  the  year.  Arrangements  were  made  for  Mr.  Peacock  and  Mr.  McDonald 
to  visit  all  the  clinics  together  to  effect  a transfer  of  the  current  cases.  Having 
taken  over  the  existing  cases  Mr.  McDonald  called  up  new  ones  as  rapidly  as 
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possible  to  complete  his  case  load.  Being  centred  on  Exeter  his  services  will  be 
distributed  more  equitably  and  used  more  efficiently  than  was  possible  with 
the  service  centred  on  Plymstock,  which  involved  Mr.  Peacock  in  some  very 
arduous  travelling. 

Clinics 

No  new  dental  chnic  was  opened  during  the  year  but  the  surgery  at  Newton 
Abbot  was  re-equipped,  and  an  x-ray  and  dark  room  added.  Mr.  Steer  says: 
“This  has  led  to  a great  improvement  in  working  conditions  and  appearance. 
The  addition  of  an  x-ray  machine  has  facilitated  the  earlier  diagnosis  in  cases 
both  pathological  and  orthodontic  which  otherwise  would  have  to  be  sent  to 
Torquay  Clinic”.  The  equipment  taken  from  the  surgery  was  re-installed  in 
the  front  room  at  the  clinic,  making  a second  surgery  for  the  use  of  Mr.  H.  D. 
Williams  who  works  in  the  rural  area  around  Newton  Abbot,  for  the  orthodontist 
when  he  visits  and  for  dental  ancillaries  should  the  occasion  arise. 

The  officers  who  work  in  the  new  clinics  are  enthusiastic  about  them.  Mr. 
Clarke  writes  “Honiton  Clinic  continues  to  give  perfect  conditions  for  treatment. 

. . . There  is  no  doubt  the  establishment  of  such  a good  base  clinic  encourages 
the  children  to  come  for  treatment;  this  is  proved  by  the  acceptance  rate  which 
is  nearly  double  that  of  any  other  clinic  where  I work.  . . .Without  modern 
equipment  it  is  not  possible  to  attract  parents  or  children.”  On  the  other  hand 
Mr.  Humpherson  writes  “The  shocking  condition  of  the  clinic  at  Totnes, 
and  the  dental  surgery  and  recovery  room  in  particular,  continue  to  draw 
horrified  remarks  from  all  who  enter.”  Whilst  unfortunately  it  was  not  possible 
to  make  much  progress  in  1963  it  is  probable  that  by  the  time  the  next  report  is 
written  the  worst  of  the  clinics  will  have  been  replaced. 

Mobile  Clinics 

The  first  of  the  fleet,  the  “Kingston  Queen”  which  was  purchased  on  the  basis 
of  a ten-year  loan  and  taken  into  service  on  20th  February,  1952  had  at  last  to 
be  withdrawn  from  service  in  July,  1963.  The  second  “Devon”  was  dehvered 
about  the  same  time,  and  is  in  service  in  the  area  around  Exeter.  The  effect 
of  these  newest  “mobiles”  is  much  the  same  as  that  of  the  new  fixed  clinics. 
Mr.  Dickson  writes  “the  recently  acquired  Devon  mobile  clinics  are  most 
satisfactory,  having  first-class  equipment  and  pleasant  furnishings.  Several 
parents  have  commented  on  the  colour  scheme,  etc.  and  have  been  most 
impressed”.  Mr.  H.  D.  Williams  writes  “The  Devon  1“  makes  a favourable 
impression  on  those  who  see  it.  There  has  been  a steady  stream  of  teachers, 
clergy,  town  and  parish  councillors,  and  parents,  whose  enthusiasm  is  infectious. 
One  headmistress  asked  that  children  who  had  not  accepted  treatment  be 
allowed  to  see  the  clinic.  They  were  paraded  in  groups  and  had  the  workings  of 
the  surgery  explained.  This  resulted  in  requests  for  treatment.” 

By  widening  of  gates  and  approaches,  provision  of  hard-standing,  electricity 
and  water  outlets,  the  number  of  schools  accessible  to  a mobile  clinic  increases 
each  year.  There  are  some  which  it  will  be  impossible  so  to  visit  and,  says 
Mr.  Dickson, “Treatment  is  carried  out  with  transportable  equipment,  and  work- 
ing conditions  in  some  cases  are  not  very  good.  In  fact  several  mothers  have 
remarked  on  this,  and  have  preferred  taking  their  children  to  a clinic  or  private 
practitioner.  In  these  days  of  new  equipment  and  attractive  surroundings, 
very  often  seen  in  general  practice,  it  is  desirable  that  the  school  service  keeps 
in  line  as  far  as  possible.”  This  method  of  providing  treatment  is  no  longer 
good  enough  and  it  is  hoped  that  the  number  of  schools  where  it  obtains  will 
dwindle  to  disappearance  during  the  next  year  or  two. 
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Equipment 

A further  two  air  turbine  units  were  delivered  and  tliree  are  on  order,  making 
fifteen  dental  olficers  supplied.  X-ray  units  were  also  added  at  Newton  Abbot 
and  Kingsbridge-Dartniouth.  Mr.  Steer  and  Mr.  Vowles  note  the  benefits 
accruing  to  both  patient  and  dental  olRcer. 

Dental  Health  Education 

Mrs.  Gilpin,  whose  work  during  the  early  months  of  the  year  was  greatly 
impeded  by  the  weather  and  consequent  school  closures,  resigned  in  April. 
She  was  replaced  in  August  by  Miss  Matthews,  who  had  just  completed  her 
hygienist  training  at  Birmingham  Dental  School.  Dental  hygiene  instruction 
was  given  to  3,875  children  in  twenty-seven  schools.  Some  of  them  were  single 
talks  but  most  consisted  of  a series  of  lessons  fitted  into  the  school  time-table. 
In  addition,  talks  were  given  to  some  tliree  hundred  adults  in  twenty  organisations 
by  either  the  hygienist  or  a dental  officer. 

A dental  health  exhibit  was  mounted  at  the  Devon  County  Agricultural 
Show  in  Exeter  on  May  16,  17  and  18.  The  exhibition  occupied  a site  forty  feet 
wide  by  twenty  feet  deep.  On  the  left  Hank  was  the  General  Dental  Council 
exliibition  trailer,  and  on  the  right  ffank  our  own  latest  mobile  dental  clinic. 
The  back  of  the  site  had  a seven  foot  high  wooden  trellis  fence,  in  the  middle 
of  which  was  a four  panel  exhibit  done  in  relief,  the  theme  of  wliich  was  “the 
right  food  at  the  right  time”.  The  front  of  the  site  was  bounded  by  a low  wooden 
paling,  with  a wide  gap  in  the  centre.  A gravel  area  gave  access  to  the  General 
Dental  Council  trailer,  the  mobile  dental  clinic  and  the  four  panel  exhibit  at  the 
back  of  the  stand.  The  remaining  area  of  the  stand  was  native  grass,  laid  out 
with  slirubs  in  tubs  and  flowers  in  pots. 

It  is  estimated  that  nearly  nine  hundred  people  visited  the  exhibit  during  the 
course  of  the  three  days.  Many  of  these  merely  drifted  around  looking  casually 
at  what  was  on  show,  others  stayed  for  a long  time  asking  questions  and  obviously 
eager  for  advice.  A few  came  thinking  it  was  a dental  casualty  station  offering 
emergency  treatment.  A few  others  thought  it  was  serving  as  a Citizens’  Advice 
Bureau  and  came  seeking  advice  about  disputes  with  their  own  dentists. 

The  exhibit  was  designed,  built,  erected  and  dismantled  by  Miss  Davies  and 
Mr.  Henkus,  with  help  from  sundry  volunteers.  It  entailed  a lot  of  work  but 
was  thought  to  have  been  well  worth  doing. 

Fluoridation 

Whilst  seeming  recently  to  be  in  abeyance  pending  the  outcome  of  the  Watford 
case,  this  subject  more  than  any  other  in  the  dental  field  engaged  public  attention 
during  the  early  part  of  the  year.  A great  deal  of  correspondence  appeared  in 
national  and  local  press,  and  extraordinary  statements  have  been  made  by  some 
of  those  who  oppose  it.  Because  some  of  them  are  so  fantastic  they  have,  on 
the  principle  of  “man  bites  dog,”  received  more  publicity  than  the  reasoned 
statements  in  favour.  Let  it  be  stated  quite  clearly  therefore  that  no  public 
health  measure  of  tliis  sort  has  had  such  a wealth  of  acceptable  evidence  in  its 
favour  and  such  a complete  absence  of  valid  e /idence  against  it.  The  benefit 
to  dental  health  of  those  reared  on  water  containing  one  part  per  million 
fluoride  is  irrefutable.  Tins  improvement  is  superimposed  on  similar  effects 
achieved  by  other  measures,  and  those  who  look  after,  and  those  who  neglect 
their  teeth,  both  benefit.  There  is  no  other  way  of  supplying  fluoride  which  can 
produce  equivalent  results.  There  is  no  evidence  of  any  impairment  to  health 
resulting  from  drinking  water  containing  one  part  per  million  fluoride.  Fluoride 
is  a natural  constituent  of  water  gathered  from  the  earth’s  surface.  It  is  a 
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nutrient  at  this  concentration  and  cannot  be  compared  with  any  drug.  When 
added  to  water  artificially  it  cannot  be  distinguished  chemically  or  physically 
from  fluoride  occurring  naturally. 

Refresher  Courses 

Treatment  techniques,  drugs  and  materials,  are  constantly  changing.  Being 
engaged  in  a treatment  service,  it  is  essential  that  dental  staff  should  keep  in 
touch  with  recent  developments.  Teaching  hospitals  arrange  many  courses  but 
they  are  often  in  the  form  of  a number  of  sessions  held  at  weekly  intervals.  For 
those  remote  from  the  hospitals,  and  our  nearest  is  Bristol,  such  courses  are 
impracticable.  Only  recently  have  courses  concentrated  into  two  or  three 
consecutive  days  become  available.  It  is  regrettable  therefore  that  no  money 
was  available  last  year  for  any  dental  officer  to  attend  one. 

Conclusion 

As  always,  the  feature  appearing  most  frequently  in  the  reports  of  individual 
members  of  the  staff  is  their  recognition  and  appreciation  of  the  help  and  co- 
operation they  get  from  teaching  and  ancillary  staff  in  the  schools.  The  move 
from  lyybank  to  County  Hall  was  postponed  for  a month  at  very  short  notice, 
by  which  time  most  of  the  files  and  records  had  been  crated.  I would  like  to 
express  my  appreciation  for  the  understanding  and  forbearance  of  the  dental 
staff  during  this  difficult  period. 
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Dental  Inspection  and  Treatment 
Carried  out  by  the  Authority 


(1)  Number  of  pupils  inspected  by  the  Authority’s  Dental  Officers: 

(a)  At  Periodic  Inspections  • • • ■ • • 54,357 

(b)  At  Specials  . . . . . . . • • • ■ • • • • • 3,695 


Total  (1)..  58,052 


(2)  Number  found  to  require  treatment  ..  ..  ..  ..  31,268 

(3)  Number  offered  treatment  ..  ..  ..  ..  ..  ••  ••  26,717 

(4)  Number  actually  treated  . . ..  ..  ..  ..  ••  ••  16,575 

(5)  Attendances  made  by  pupils  for  treatment 37,737 

(excluding  ll(/0  below) 


(6)  Half-days  devoted  to:  Periodic  (School)  Inspection ..  903 

and  Treatment . . . . . . 6,003 

(inch  Orthodontics)  . . . • . . 

Total  (6)  . . 6,906 


(7)  Fillings:  Permanent  Teeth  ..  ..  ..  ..  ..  25,738 

Temporary  Teeth  . . . . . . . . . . 8,592 


Total  (7)  . . 34,330 


(8)  Number  of  teeth  filled:  Permanent  Teeth  ..  ..  ..  ..  ..  21,541 

Temporary  Teeth  . . . . . . . . . . 7,884 


Total  (8)  . . 29,425 


(9)  Extractions : Permanent  Teeth  . . . . . . . . . . 2,405 

Temporary  Teeth  . . . . . . . . . . 6,981 


Total  (9)  . . 9,386 


(10)  Administration  of  general  anaesthetics  for  extraction  . . . . . . 1,961 


(11)  Orthodontics: 

(a)  Cases  commenced  during  the  year  . . . . . . . . . . 282 

(b)  Cases  carried  forward  from  previous  year  . . . . . . . . 553 

(c)  Cases  completed  during  the  year  . . . . . . . . . . 208 

(if)  Cases  discontinued  during  the  year  . . . . . . . . . . 86 

(e)  Pupils  treated  with  appliances  . . . . . . . . . . . . 399 

(/)  Removable  appliances  fitted  . . . . . . . . . . . . 309 

(g)  Fixed  appliances  fitted 8 

(h)  Total  attendances  . . . . . . . . . . . . . . 4,108 


(12)  Number  of  pupils  supplied  with  artificial  dentures 90 


(13)  Other  operations  Permanent  Teeth  . . . . . . . . 14,430 

Temporary  Teeth  . . . . . . . . . . 3,814 


Total  (13)  . . 18,244 
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SCHOOL  MEALS  SERVICE 


The  number  of  kitchens  operating  at  the  end  of  1963  was  three  hundred. 
This  figure  includes  kitchens  in  new  schools  constructed  at  Newton  Abbot 
Roman  Catholic;  Barnstaple  girls’  county  secondary;  Plymstock,  Dunstone 
county  primary;  and  Tiverton,  Wilcombe  county  primary.  The  school  kitchen 
and  the  school  at  Lustleigh  closed  at  the  end  of  the  autumn  term,  the  children 
being  transferred  to  Bovey  Tracey. 

Extensions  and  alterations  to  existing  premises  have  been  carried  out  as 
follows: 


Honiton  county  primary 
Sandford  county  primary 
Newton  Abbot  central  . . 
Aylesbeare  county  primary 

Broadclyst  county  secondary  . . 
Exmouth,  Marlpool  county 
primary . . 

Seaton  county  primary  . . 

Torquay,  Audley  Park  county 
secondary 


Extension  to  dining  centre. 
Enlargement  of  kitchen. 

Alterations  to  kitchen. 

Provision  of  scullery  in  temporary 
classroom. 

Extensions  to  kitchen. 

Alterations  to  kitchen. 

Extensions  to  kitchen  and  dining- 
room. 

Dining-room  extensions. 


Comparative  Statement,  1962-63 

Autumn  1962  Autumn  1963 


Maintained  Primary  and  Secondary  Schools 


Meals 


Present  (day  pupils) 

62,295 

61,702 

Paying  full  rate 

40,060 

41,394 

Paying  half  rate  . . 

795 

217 

Free 

2,889 

3,575 

Total  taking  meals 

43,744 

45,186 

Percentage  present  taking  meal . . 

70.22% 

73.23% 

Milk 

Present  (including  boarders) 

62,605 

62,253 

Taking  milk 

48,288 

48,309 

Percentage  present  taking  milk . . 

77.13% 

77.60% 

Independent  Schools 

Milk 

Schools  supplied  under  milk-in-schools 

scheme  . . 

113 

114 

Present 

9,710 

10,440 

Taking  milk 

8,459 

8,794 

Percentage  present  taking  milk. . 

87.12% 

84.23% 
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DAY  NURSERIES  AND  CHILD-MINDERS 

The  need  for  this  type  of  care  is  growing,  or  at  least  reaching  maternal 
consciousness  more  readily.  The  mainspring  is  probably  lack  of  nursery  school 
provision,  but  publicity  of  the  Playgroups  Association  since  1961  has  assisted 
mothers  to  crystallise  this  into  action  by  advising  on  the  organisation  of  groups. 
From  nine  day  nurseries  registered  at  the  end  of  1962,  the  figure  reached  seven- 
teen by  the  end  of  1963 : no  such  provision  is  made  by  the  county. 

Only  five  child-minders  registered  in  1963,  bringing  the  total  to  twenty,  one 
less  than  in  the  previous  year,  which  means  that  six  child-minders  withdrew  their 
registration. 

The  senior  medical  officer  visits  each  home  as  the  applications  come  in,  to 
assess  facilities  and  numbers  which  can  be  accommodated,  before  reporting 
to  the  child  health  committee.  After  acceptance,  the  assistant  county  medical 
officer  and  health  visitor  are  notified  and  given  all  particulars:  thereafter  the 
health  visitor  is  responsible  for  routine  visiting  and  submits  a short  report 
every  six  months.  The  assistant  county  medical  officer  and  senior  medical 
officer  may  also  visit  as  time  allows. 

The  standard  of  care  provided  is  excellent  and  it  is  very  gratifying  to  see  the 
way  children  blossom  in  the  company  of  other  little  ones  and  to  hear  delighted 
comments  from  primary  school  teachers  about  the  easy  way  in  which  such 
children  integrate  into  the  school  community.  It  has  also  been  a great  pleasure 
on  two  occasions  to  be  able  to  introduce  child-minders  to  one  another,  where 
some  mutual  exchange  was  particularly  valuable. 

SPECIAL  FAMILIES 

The  ke)'^  worker  with  these  families  is  of  course  the  health  visitor,  but  par 
excellence  this  is  the  field  in  which  she  needs  to  have  a good  working  relationship 
with  her  colleagues.  Last  }^ear  we  endorsed  our  faith  in  the  effectiveness  of  this 
in  the  county  by  decentralising  the  bulk  of  co-ordinating  committee  work  to 
the  field  officers,  and  we  have  been  more  than  justified  by  the  excellent  way  in 
which  they  have  handled  matters.  Whoever  convenes  the  local  meeting  takes 
the  chair,  and  is  responsible  for  submitting  reports  to  central  office.  Members 
of  other  services,  for  example  Probation,  N.S.P.C.C.,  may  be  invited  as 
appropriate. 

Any  health  visitor  who  wishes  to  have  further  guidance  about  a family  can 
contact  Miss  McGilvray,  a group  adviser  with  special  responsibility  for  these 
families  throughout  the  county:  she  goes  out  to  the  health  visitor  and  usually 
visits  the  family  also.  The  senior  medical  officer  is  kept  informed  by  Miss 
McGilvray  and,  if  any  officer  feels  a co-ordinating  meeting  should  take  place 
at  central  level,  request  is  made  to  a member  of  the  education  department, 
who  convenes  these,  and  he  is  informed  of  the  circumstances. 

The  attached  figures  give  the  measure  of  the  work.  The  “others”  in  the  first 
group  are  those  on  whom  a close  watch  is  kept  but  who  are,  for  the  moment, 
keeping  their  heads  above  water:  in  the  second,  potential,  group  the  “current” 
ones  are  those  recently  reported  as  possible  breakdowns  should  some  outside 
factor  upset  the  equilibrium,  and  on  whom  we  therefore  keep  a watchful  eye 
and  try  to  reinforce  weak  points:  the  “others”  are  one  place  removed  again, 
and  least  likely  of  all  to  break  down,  but  as  this  service  aims  at  prevention  as 
well  as  alleviation,  we  ask  for  all  such  families  to  be  reported. 

Basildon,  our  convalescent  home  at  Exmouth,  has  proved  an  effective  means 
of  preventing  a family  break-up,  as  well  as  providing  the  children  with  a 
chanee  to  build  up  their  low  resistance. 
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Special  Families  1963 


Current . . 
Others  . . 


129 

125 


Potential  Special  Families  1963 


Current. . 
Others  . . 


99 

95 


Co-ordinating  Meetings  1963 
40 


Children  from  Special  Families  in  Basildon 
1963  . . . . 12  families,  29  cliildren 

LIAISON  WITH  THE  CHILDREN’S  DEPARTMENT 

The  senior  medical  officer  for  the  child  health  section  is  the  official  liaison 
officer,  but  co-operation  is  close  at  all  levels,  and  the  development  of  the  local 
co-ordinating  meetings  as  described  in  the  section  on  special  families  has  made 
this  even  more  effective. 

In  addition.  Miss  McGilvray  and  the  senior  medical  officer  attend  the  chil- 
dren’s department  case  conference  at  Villa  Languard  once  a month.  This  is  a 
reception  home  and  the  conference  occasion  is  most  valuable  both  from  the 
point  of  view  of  getting  to  know  the  cliild  care  staff  who  attend  to  report  on 
progress  in  planning  for  children  from  their  areas,  and  because  many  of  the 
children  are  already  known  to  the  health  department  as  members  of  a special 
family.  The  link  is  extremely  important  when  a child  is  discharged  from  the 
home,  as  the  health  visitor  can  be  alerted  in  the  receiving  area.  One  of  our 
school  doctors.  Dr.  Epstein,  is  medical  officer  to  Villa  Languard  and  she  gives 
expert  advice  on  health  matters  both  in  the  particular  and  in  the  broadest 
social  sense  of  health  education. 

The  children’s  officer,  Mr.  Brill,  keeps  the  health  department  up  to  date  on 
children’s  department  matters  by  sending  us  copies  of  relevant  minutes  and,  in 
particular  we  are  most  grateful  for  the  copies  of  the  minutes  of  area  children’s 
officers  meetings,  which  are  a vital  record  and  educate  as  well  as  inform  us. 

This  year  for  the  first  time  we  have  taken  a child  who  is  “in  care”  into  our 
convalescent  home  “Basildon”,  and  all  concerned  are  most  appreciative  of  the 
readiness  with  which  the  committee  agreed  to  help  out  in  this  case.  The  par- 
ticular circumstances  are  unusual  in  that  this  little  boy  is  also  mentally  handi- 
capped and,  after  an  initial  period  of  care  at  “Basildon”  to  build  up  his  very 
bad  physical  condition,  he  went  to  the  reception  home,  Villa  Languard, 
Torquay.  He  didn’t  fit  in  at  all  with  the  other  children  there  and  was  demanding 
far  too  much  staff  time:  he  regressed  in  his  habits  and  was  clearly  unhappy. 
There  was  no  question  of  his  returning  home,  and  the  Basildon  committee 
were  asked  to  allocate  a bed  to  the  children’s  department  for  a trial  period: 
they  agreed  to  this,  matron  was  delighted  to  welcome  back  the  little  boy  and, 
thanks  to  her  devoted  work  with  him,  he  is  developing  by  leaps  and  bounds. 
He  is  going  into  our  residential  junior  training  centre  and  will  return  to 
“Basildon”  for  holidays.  Those  responsible  for  planning  his  future — members  of 
the  children’s  department,  the  school  medical  officer  and  matron,  meet  periodi- 
cally at  “Basildon”,  and  this  “emergency”  has  indeed  proved  the  reality  of 
liaison  between  our  departments. 
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Improvements  to  Offices,  Sanitation,  etc. 
Carried  out  during  year  ended  31st  December,  1963 


County  Primary  Schools 

Abbotskerswell 

Additional  cloakroom  and  staff  toilet. 

Alphington  . . 

Improvements  to  boys’  lavatories. 

Ashburton 

Improvements  to  staff  lavatories,  boys’  and  girls, 

offices. 

Beaford 

Improvements  to  lavatories. 

Bradninch 

Improvements  to  boys’  toilets. 

Bradworthy  . . 

Additional  staff  toilet  and  basin. 

Chulmleigh  . . 

Additional  basins  and  improved  cloakrooms. 

Clovelly 

Provision  of  sinks  in  cloakrooms. 

Culmstock 

Improvements  to  boys’  toilets. 

Ermington 

Improvements  to  lavatories  and  offices. 

Highampton 

Improvements  to  lavatories  and  offices. 

Kingsbridge 

Improvements  to  offices. 

Landkey 

Provision  of  staff  toilet  and  wash  basin. 

Monkleigh  . . 

Provision  of  wash  basin  for  canteen  staff. 

North  Molton 

Provision  of  wash  basins. 

Paignton  Hayes  Road 

Improvements  to  cloakrooms. 

Shillingford  and  Petton 

Improvements  to  cloakrooms  and  boys’  toilets. 

South  Brent 

Provision  of  toilet  and  wash  basin  for  canteen  staff. 

South  Tawton 

Provision  of  staff  toilet. 

Stokeinteignhead 

Additional  wash  basin. 

Tedburn  St.  Mary  . . 

Extend  infants’  cloakroom. 

Teignmouth  Brook  Hill 

Improve  toilets  and  provide  additional  basins. 

Torquay  Cockington 

Improvements  to  staff  toilets. 

Umberleigh  . . 

Provision  of  staff  toilet. 

Willand 

Provision  of  wash  basin  for  canteen  staff. 

Yealmpton  . . 

Provision  of  hot  water  to  staffroom. 

Voluntary  Primary  Schools 

Brampford  Speke  . . . . . . Improvements  to  lavatories,  staff  toilets  and  cloak- 

rooms. 

High  Bickington  . . . . . . Provision  of  wash  basin  for  canteen  staff. 

Kentisbeare  . . . . . . . . Provision  of  cloakroom  to  canteen. 

Lew  Trenchard  . . . . . . Provision  of  cloakroom  and  toilet  for  canteen  staff. 

Payhembury  . . . . . . . . Improvements  to  cloakroom. 

Salcombe  Infants  . . . . . . Improvements  to  wash  basins. 

South  Milton  . . . . . . Additional  wash  basins. 

Yarcombe  . . . . . . . . Provision  of  additional  staff  toilet. 


Grammar  Schools 

Crediton  Queen  Elizabeths. . ..  Improvements  to  showers. 

Exmouth  . . . . . . . . Provision  of  staffroom  and  additional  toilets. 

Newton  Abbot  . . . . . . Improvements  to  girls’  toilets 

Okehampton  . . . . . . Improvements  to  showers  and  hot  water  supply. 


County  Secondary  Schools 

Barnstaple  Boys’ 

Chulmleigh 
Combe  Martin 
Dartmouth  . . 

Great  Torrington 
Teignmouth 


Provision  of  hot  water  supply  for  staff. 
Improvements  to  staff  cloakroom. 

Provision  of  showers  in  boys’  cloakroom. 

Provision  of  hot  water  in  ladies’  staff  toilet  and  boys’ 
and  girls’  cloakrooms  at  Ford  Bank  premises. 
Improvements  to  girls’  toilets. 

Improvements  to  cloakrooms. 
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Hot  water  supplies  to  wash  basins  have  been  provided  at  the  following: 

County  Primary  Schools 

Appledore. 

Blackawton. 

Bradworthy 

Cullompton. 

High  Bray. 

Huccombe. 

Instow. 

North  Molton. 

Ottery  St.  Mary  Infants. 

Totnes  Grove  Infants. 

Umberleigh. 

Winkleigh. 

Woolfardisworthy  West. 


Voluntary  Primary  Schools 

Barnstaple  Holy  Trinity. 
Great  Torrington  Blue  Coat. 
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